Ischemic stroke in a general population: 




























































































































































































Cerebral	 stroke	 is	a	clinical	 syndrome	caused	by	 lack	of	blood	supply	 to	 the	brain.	About	80-
85%	of	the	strokes	are	ischemic,	due	to	a	reduction	or	complete	blockage	of	blood	flow	to	the	




in	 Norway	 represented	 a	 main	 motivation	 for	 this	 study.	 Data	 from	 the	 population-based	
Tromsø	 Study,	 following	 >40,000	 attendees	 from	 six	 surveys	 through	 2012,	 provided	 an	
excellent	opportunity	to	reveal	time	trends	of	IS	and	assess	the	potential	mechanisms	behind	
these	trends.		
We	 found	 that	 the	 overall	 age-	 and	 sex	 adjusted	 incidence	 of	 IS	 in	 persons	 aged	 ≥30	 years	





case	 fatality	 decreased	 in	 men	 aged	 30–84	 years	 while	 no	 significant	 decline	 was	 found	 in	
women	aged	30-84	years	or	in	attendees	≥85	years.		
Overall,	the	combined	changes	in	seven	cardiovascular	risk	factors,	the	systolic	blood	pressure	
(SBP),	 total	 cholesterol,	 HDL-	 cholesterol,	 daily	 smoking,	 physical	 activity,	 diabetes	 and	 body	




We	 found	 that	 a	 feasible	 joint	 hypothetical	 intervention	 on	 six	 metabolic	 and	 lifestyle	 risk	
factors	 (SBP,	 total	 cholesterol,	 weight,	 physical	 activity,	 smoking	 and	 alcohol	 intake)	 would	
reduce	the	18-year	stroke	risk	in	our	population	by	19%	(1995–2012).	A	combination	of	more	





Hjerneslag	er	et	 klinisk	 syndrom	 forårsaket	av	manglende	blodtilførsel	 til	 hjernen.	Omlag	80-
85%	av	hjerneslagene	er	ischemiske,	dvs.	forårsaket	av	en	redusert	eller	blokkert	blodtilførsel	
til	hjernen,	mens	ca.	15%	er	forårsaket	av	blødning.	På	grunn	av	demografiske	endringer,	som	
en	 aldrende	 befolkning	 og	 endringer	 i	 helsetilstand	 i	 utviklingsland,	 vil	 konsekvensene	 av	
hjerneslag	som	et	globalt	helseproblem	sannsynligvis	øke	i	årene	som	kommer.		
Mangelen	på	nasjonale	data	 vedrørende	 tidstrender	 i	 insidens	og	 letalitet	 av	 ischemiske	 slag	
(IS)	 i	 Norge	 var	 en	 hovedmotivasjon	 for	 denne	 studien.	 Data	 fra	 den	 populasjonsbaserte	
Tromsøundersøkelsen,	 der	 >40,000	 deltakere	 fra	 seks	 tverrsnitts-undersøkelser	 ble	 fulgt	 opp	
med	 registering	 av	 førstegangs	 IS	 til	 og	 med	 2012,	 ga	 oss	 en	 unik	 mulighet	 til	 å	 avdekke	
tidstrender	i	insidens	av	IS,	og	mulige	mekanismer	som	kunne	forklare	disse	tidstrendene.		
Vi	 fant	 at	 insidensen	 av	 IS	 blant	 personer	 ≥30	 år	 falt	 med	 27%	 fra	 1995–2012.	 I	 de	 yngste	
aldersgruppene	(30-49	år)	fant	vi	en	økende	insidens	av	IS	blant	kvinner	og	en	ikke	signifikant	





Endinger	 i	 syv	 kardiovaskulære	 risikofaktorer,	 systolisk	 blodtrykk,	 total	 kolesterol,	 HDL	
kolesterol,	daglig	røyking,	fysisk	aktivitet,	diabetes	og	kroppsmasseindeks,	forklarte	samlet	sett	
57%	 (95%	 CI	 28–100)	 av	 reduksjonen	 i	 IS	 insidens	 fra	 1995	 til	 og	 med	 2012,	 med	 fallende	
blodtrykk	og	 redusert	prevalens	av	daglig	 røyking	 som	de	viktigste	bidragsytere.	Den	økende	
prevalensen	av	diabetes	bidro	negativt,	dvs.	motvirket	fallet	i	insidens	av	IS.	Det	samme	gjorde	
økningen	i	kroppsmasseindeks,	men	ikke	signifikant.	
Vi	 fant	 at	 en	 hypotetisk,	 men	 gjennomførbar	 kombinert	 endring	 av	 seks	 kardiovaskulære	













































































































































































































































































































































































































































































			1974	 					20–49	 6	595	 74.4	 −	 −	
			1979–80	 		20–54*	 8	477	 73.8	 			8	144	 81.8	
			1986–87	 		20–61†	 10	413	 71.7	 10	189	 79.1	
			1994–95	 25–97	 12	865	 69.6	 14	293	 74.9	
			2001	 30–89	 3	511	 75.7	 			4	619	 80.8	






















































































































































































































































































































































































































































































































































































Men	 	 	 	 	
30–49	 1977	–	2012	 63		 	4.18	(0.43–40.31)	 0.152	
50–64	 1989	–	2012	 225		 1.55	(0.90–2.68)	 <0.0001	
65–74	 1995	–	2012	 219		 0.56	(0.37–0.85)	 0.0082	
75–84	 1995	–	2012	 211		 0.86	(0.54–1.38)	 0.173	
≥	85	 1995	–	2012	 72		 0.92	(0.44–1.95)	 0.832	
	≥	30‡		 1995	–	2012	 744		 0.73	(0.58–0.93)	 0.0089	
Women	 	 	 	 	
30–49	 1980	–	2012	 31	 3.29	(1.19	–9.09)	 0.0007	
50–64	 1994	–	2012	 86	 0.42	(0.21–0.85)	 0.019	
65–74	 1995	–	2012	 116	 0.55	(0.31–1.01)	 0.049	
75–84	 1995	–	2012	 228	 0.83	(0.54–1.28)	 0.397	
		≥	85	 1995	–	2012	 127	 1.34	(0.64–2.81)	 0.432	
			≥	30‡	 1995	–	2012	 575		 0.72	(0.55–0.95)	 0.018	
All	≥	30‡	 1995	–	2012	 1319	 0.73	(0.61–0.87)	 0.0004	











	 1995-2000	 2001-2006	 2007-2012	 1995-2012	
p-value		
time	trend†	
Men	 	 	 	 	 	
30-84	years		 	 	 	 	 	
			Ischemic	strokes,	n	 201	 248	 223	 	672	 	
			30-days	CF,	n	(%)	 18	(8.9)	 10	(4.0)	 10	(4.5)	 38	(5.7)	 	
			Odds	Ratio	(95%CI)‡	 1.00	 0.40	(0.18-0.89)	 0.44	(0.20-0.99)	 	 	
			Odds	Ratio	(95%CI)§	 1.00		 0.45	(0.22-0.93)	 0.31	(0.11-0.90)	 	 0.035	
	 	 	 	 	 	
≥	85	years	 	 	 	 	 	
			Ischemic	strokes,	n	 14	 28	 30	 	72	 	
			30-days	CF,	n	(%)	 3	(21.4)	 7	(25.0)	 2	(6.6)	 12	(16.7)	 	
			Odds	Ratio	(95%CI)‡	 1.00	 1.24	(0.26-5.82)	 0.28	(0.04-1.96)	 	 	
			Odds	Ratio	(95%CI)§	 1.00	 	n.a.||	 		n.a.||	 	 0.027	
	 	 	 	 	 	
Women	 	 	 	 	 	
30-84	years	 	 	 	 	 	
			Ischemic	strokes,	n	 144	 155	 149	 448	 	
			30-days	CF,	n	(%)		 13	(9.0)	 9	(5.8)	 18	(12.1)	 40	(8.9)	 	
			Odds	Ratio	(95%CI)‡	 1.00	 0.59	(0.24-1.43)	 1.32	(0.62-2.82)	 	 	
			Odds	Ratio	(95%CI)§	 1.00	 1.17	(0.88-1.66)	 1.60	(0.56-4.56)	 	 0.384	
	 	 	 	 	 	
≥	85	years	 	 	 	 	 	
			Ischemic	strokes,	n	 16	 57	 54	 127	 	
			30-days	CF,	n	(%)	 2	(12.5)	 12	(21.0)	 16	(29.6)	 30	(23.6)	 	
			Odds	Ratio	(95%CI)‡	 1.00	 1.69	(0.33-8.56)	 2.31	(0.46-11.74)	 	 	
			Odds	Ratio	(95%CI)§	 1.00	 1.46	(0.87-2.47)	 3.11	(0.66-14.66)	 	 0.149	
























































































































































































































































































































































































































































































































































































































































































































































Do you have, or have you had:    
Are you being treated for:         
Do you use:    
Do you have get or discomfort in the chest when:
If you get pain or discomfort in the chest when
walking, do you usually:
If you stop or slow down, does the pain 
disappear:
If you get pain in the calf, then:        
Do you usually have:  
Exercise and physical exertion in leisure time.
If your activity varies much, for example 
between summer and winter, then give an average.
The question refers only to the last twelve months:
Tick “Yes” beside the description that fits best:
(include walking or cycling to place of work,       
Sunday walk/stroll, etc.)
(note: duration of activity at least 4 hours a week)
During the last year, have you had:   
Tick “Yes” beside description that fits best      
(e.g. fishing season, harvest)                         
Can you usually come home from work:          
If you smoke a pipe, how many packs of tobacco
(50 grams) do you smoke per week?
Do you smoke tobacco products other than       
cigarettes daily?
If “Yes”, how long is it since you stopped: 
If you do not smoke cigarettes at present, then:
(hand-rolled or factory made)                  
If the answer was “Yes” in the previous question,
then:
(hand-rolled or factory made)                  
(e.g. office work, watchmaker, light manual work)
(e.g. shop assistant, light industrial work, teaching)
(e.g. postman, heavy industrial work, construction)
(e.g. forestry, heavy farm-work, heavy construction)
A heart attack? ................................
Angina pectoris (heart cramp)? ...............
Any other heart disease? .....................
Hardened arteries in the legs? ...............
A cerebral stroke? .............................
Diabetes? .......................................
High blood pressure? ..........................
Nitroglycerine? .................................
Walking up hills or stairs, or walking fast on level ground?
Walking at normal pace at level ground?
Stop? .......................................
Slow down? .................................
Carry on at the same pace? ..............
Within 10 minutes? ........................
After more than 10 minutes? .............
Walking? .......................................
Resting? ........................................
Does the pain increase when you walk
Does the pain disappear when you stop? .....
Cough in the morning? .........................
Phlegm chest in the morning? .................
Walking, cycling, or other forms of         
exercise at least 4 hours a week? .........
Participation in recreational sports,       
heavy gardening, etc.? ......................
Participation in hard training or sports 
competitions, regularly several times a week? Have one or more of your parents or sistersor brothers had a heart attack (heart wound)
or angina pectoris (heart cramp)?
Are two or more of your grandparents of 
Finnish origin? ................................
Do you receive a complete or partial disability pension?
Are you at present on sick leave, or receiving
rehabilitation allowance? ......................
Have you within the last 12 months received
unemployment benefit? ........................
Is housekeeping your main occupation? ......
During the last 12 months, have you had
to move for work reasons? ...................
Heavy manual labour? ......................
Work that requires a lot of walking ..........
Mostly sedentary work? ....................
Are there periods during which your working
days are longer than usual? ..................
Every weekend? ................................
Every day? .....................................
Do you usually work shifts or at nights?       
Give the average number of packs per week.
A pipe? ........................................
Cigars or cigarillos? ..........................
How many cigarettes do you smoke, or did you, 
smoke daily? Give number of cigarettes per day
smoked daily? ..............................
How many years altogether have you
More than 5  years? ......................
1 to 5 years? ..............................
3 months to 1 year? ......................
Less than 3 months? ......................
Have you previously smoked cigarettes daily?
Do you smoke cigarettes daily? ...............







No. of tobacco  packs
No. of cigarettes
No. of years   
faster or uphill? ...............................
Activity? ....................................
Reading, watching TV, or other sedentary
Work that requires a lot of walking and lifting?
Are two or more of your grandparents of   
Sami origin? ...................................
Yes
Do you get pain in the calf while:           
















Together with the invitation to attend you received a questionnaire from the National Mass 
Radiography Service. You delivered this questionnaire at the examination.
Cardiovascular diseases are, however, a complex group of diseases. The causes are still partly 
unknown. In Tromsø we are therefore trying to obtain a more complete description of factors which 
may be of importance for the course of these diseases, such as diet, psychological pressure (“stress”), 
social conditions, and occurrence of disease in relatives. We hope you will take the trouble to 
complete this questionnaire as well, an return it to the Tromsø Board of Health in the enclosed 
envelope.
All information in connection with the mass x-ray examination will be treated as strictly 
confidential.
ADDITIONAL QUESTIONS FOR PERSONS ATTENDING 
THE MASS X-RAY EXAMINATION IN TROMSØ
What type of bread do you usually eat?
Tick the most appropriate box.
What type of butter of margarine do 
you usually eat?
Tick the most appropriate box.
What type of milk do you usually drink?  
Tick the most appropriate box.
How many slices of bread do you  
usually eat daily?
Tick the most appropriate box.
The drawings below show cubes of butter of margarine (actual size). 
Tick the box above the cube which best resembles the amount you spread on a slice of bread.
White bread (e.g. French bread) .......................
Ordinary bread (light texture) ...............
Less than two slices ....................................
2-6 slices .....................................................
7-12 slices ...................................................
13 or more slices ........................................
Full cream milk: ordinary type or curdled ......
Do not drink milk .......................................





Do not use butter or margarine .............
YES YES 
YES YES 
Whole meal (brown) bread ...................
Home-made (brown) bread ..................
Soft margarine spread ..............................
Skimmed milk: ordinary type or curdled.........
If in doubt, try buttering a slice.                 
YOUR OWN DIET
LABEL
Are you a teetotaller?
If “No”,
How often do you eat fruit or 
vegetables?
Tick the most appropriate box.      
How many cups of coffee do you 
usually drink daily?
Tick the most appropriate box.      
How many glasses/cups of milk do 
you usually drink daily?
Tick the most appropriate box.      
Approximately how often during the 
last 12 months have you drunk so 
much wine, beer or spirits that you 
got drunk?
Tick the most appropriate box.      
How often does your main meal 
consist of fish or fish dishes?







 How often do you usually drink beer?
Tick the most appropriate box.          
 How often do you usually drink wine?
 How often do you usually drink spirits?
Tick the most appropriate box.          
Tick the most appropriate box.            
How many times a month do you eat 
boiled or fried sausages, meat balls, 
other processed meat, etc.?
Tick the most appropriate box.      
Do not drink milk, or drink less 
than 1 glass/cup ................................. 
1-2 glasses/cups..................................
3-4 glasses/cups.................................
5 or more glasses/cups...... ...............




9 or more cups...................................
Never or just a few times a year.......
Once or twice a month.....................
About once a week...........................
2-3 times a week................................
More or less daily...............................
Have never been drunk, or have not been 
drunk during the last year .............................
A few times during the last year .............
Once or twice a month ..................................
Once or twice a week  ....................................
3 or more times a week ...........................
Less than once a week..............................
Once or twice a week...............................
3-4 times a week......................................
5-6 times a week......................................
7 times a week...........................................
Never eat fruit or vegetables.....................
A few time a year........................................
Once or twice a month..............................
About once a week....................................
2-3 times a week.........................................
More or less daily........................................
Never or less than once  
a month......................................................
Once or twice a month.............................
3-4 times a month (up to once a 
week)...........................................................
5-8 times a month (up to twice a 
week)...........................................................
More than 8 times a month (more 
than twice a week).....................................
Never or just a few times a year.......
Once or twice a month.....................
About once a week...........................
2-3 times a week................................
More or less daily...............................
Never or just a few times a year.......
Once or twice a month.....................
About once a week...........................
2-3 times a week................................
More or less daily...............................
Have you had a peptic ulcer?....................
Do you often have a gnawing pain in 
the upper part of your stomach? ............
Do you suffer much from heartburn or 
regurgitation of gastric juices? ................
Do you suffer much from wind and 
rumbling in your stomach? .....................
Do you often get cramps in your stomach?
Have you ever had your large intestine 
x-rayed? ......................................................
Have you ever had gallstones? .................
Have you had kidney stones or stones 
in the urinary tract? .................................
If yes, how many times? .........................
and, when did you have the last attack? ...
Have you ever had cancer? .....................
If yes, in what year was the disease 
discovered? ..............................................
Have you taken iron tablets during 
the past 14 days? ....................................
Have you had any infectious disease 
during the past 14 days? (influenza, 
common cold, vomiting, diarrhoea, etc.)
If yes, did you suffer from stiff joints 
in the mornings lasting more than 
30 minutes? ...........................................
Have you suffered from pains lasting 
more than 3 months, in the joints 
listed below during the last 3 years?
Have you suffered from morning 
stiffness in your back lasting more 
than 30 minutes? ..................................
Have you suffered from back pain 
during the past 12 months lasting for 
more than 4 weeks? ..............................
If yes, did the back pain improve if 
you exercised? .......................................
Have you ever had arthritis? (chronic 
rheumatoid arthritis) ...........................
Have you been on sick leave, or been unable 
to work due to allergic eczema on your 
hands at any time during the past 3 years? ....
Have you had allergy-induced eczema on 
your hands during the last 12 months? .....
Do you have, or have had you the skin 
disease psoriasis? .......................................
Have you made any changes in your diet 
during the last 5 years as regards the following 
food items?
Tick each item in the appropriate 
box.
OWN ILLNESSES PAST AND PRESENT
additional questions for persons Have you ever had?
Ordinary margarine or butter
Skimmed milk ........................
Lean meat ...............................
Full cream milk ......................
Soya margarine (soft) ............
Fatty meat ..............................
Sudden paralysis or numbness on one 
side of your face or body, in your 
hand or foot ...........................................
Sudden loss of ability to speak .............
Sudden loss of eye sight, complete or 
partial, or sudden onset of double vision
Knees .................................................
Elbows ...............................................


















How often do you take painkillers such 
as Globoid, Novid, Dispril, Albyl, etc.?
Tick the most appropriate box.
Have you changed the amount of physical 
exercise you take in leisure time during 
the last five years?
Tick the most appropriate box.
Have you used such painkillers during 
the last 14 days?.........................................
ILLNESS IN PARENTS AND SIBLINGS 
Have any of these relatives had:     
SOCIAL CONDITIONS AND 
PSYCHOLOGICAL PRESSURE (“STRESS”) Have you had difficulty sleeping in the 
past couple of weeks?
Tick the most appropriate box.
Have you felt unhappy and depressed 
during the last couple of weeks?
Tick the most appropriate box.
Have you felt unable to cope with your 
difficulties during the last couple of weeks?
Tick the most appropriate box.
Do you suffer from sleeplessness?
If yes, at what time of the year do you 
suffer from sleeplessness?
Tick the most appropriate box.
How was your family's financial 
situation when you were growing up?
Tick the most appropriate box.
How many years of education have you 
had? (including primary and secondary 
schools)
Cerebral stroke or brain haemorrhage .........
Diabetes ...........................................................
Arthritis (chronic rheumatoid arthritis)..........
Cancer ..............................................................
Kidney stones or stone in urinary tract........
Psoriasis ............................................................
Peptic ulcer ......................................................
None of the above mentioned illnesses ......
Not at all ....................................................
No more than usual .................................
Rather more than usual ............................





No particular time .................................
Especially during the polar night .........
Especially during the midnight  sun season
Especially in spring and autumn ..........
Difficult to fall asleep at night? .............
Wake up a lot during the night? ..........
Wake up very early in the morning? ...
Not at all ...................................................
No more than usual .................................
Rather more than usual ...........................
Much more than usual ............................
Not at all ...................................................
No more than usual ................................
Rather more than usual ...........................
Much more than usual ............................
As before ....................................................
More than before ......................................
Less than before .........................................
1-3 times a week ................................
1-3 times a month ............................
Seldom or never ................................







 no. of  
years 
father sister brother
















THE TROMSØ HEALTH SURVEY        
(Applies only to the person to whom the letter is addressed.) 
The health survey is coming now to your district. 
You find the time and place for attendance below.
You will find an orientation on the survey in the 
enclosed brochure.
We would like you to fill in the form on the back 
and take it with you to the survey.
We ask those possibly not attending to report their 
absence in the attached absence report. 
Yours sincerely
MUNICIPAL HEALTH AUTHORITY OF TROMSØ
COUNTY DOCTOR OF TROMS       UNIVERSITY OF TROMSØ
NATIONAL HEALTH SCREENING SERVICE
Birth date          Personal number                     Municipality                                                    Circuit number
Meeting place             Gender      Day and date                Time                  
First 
letter of 
last name   
MEASUREMENT 2 MEASUREMENT 3 MEASUREMENT 1 
  HEIGHT                WEIGHT  
  
Have one or more of your parents or siblings 
had a heart attack (heart wound) or angina 
pectoris (heart cramp)? …............................
Do you have, or have you had:    
Are you being treated for:             
Do you use:    
Do you get pain or discomfort in the chest when:
If you get pain or discomfort in the chest when
walking, do you usually:
If you stop or slow down, does the pain             
disappear:
Do you usually have:  
Exercise and physical exertion in leisure time.
If your activity varies much, for example between 
summer and winter, then give an average.     
The question refers only to the last year:
How often do you use salted meat 
or salted fish for dinner?
How often do you add extra salt to                  
your dinner?
What type of margarine or butter do you           
usually use on your bread?
What type of cooking fat do you 
normally use in your household?                            
If this survey suggests that you need a further   
medical examination, which general 
practitioner do you wish to be referred to?
During the last year, have you had:
What type of coffee do you usually drink daily?   
How many cups of coffee do you usually    
drink daily?
If you smoke a pipe, how many packs of             
tobacco (50 grams) do you smoke 
per week?
Do you smoke anything else other than cigarettes daily?
To be answered by those who smoke or
who have smoked previously:
If you answered “Yes”, how long is it since         
you stopped:
If you do not smoke cigarettes at present, 
then:
If the answer is “YES”, then:                                     
A heart attack? ................................................
Angina pectoris (heart cramp)?........................
A cerebral stroke? ...........................................
Diabetes? ........................................................
Less than 3 months? …....................................
3 months to 1 year? .........................................
1 -5 years? .......................................................
More than 5 years? ..........................................
How many years altogether have you
smoked daily? …...............................................
How many cigarettes do you smoke or 
did you smoke daily? …....................................
Give number of cigarettes per day ....................
(hand-rolled + factory made)
Coarsely ground coffee for brewing (boiled) ......
Finely ground filter coffee .................................
Instant coffee ....................................................
Caffeine free coffee ..........................................
Do not drink coffee ...........................................
Have you within the last 12 months received 
unemployment benefit? ….....................................
Are you at present on sick leave, or 
receiving rehabilitation benefit? .............................
Do you receive a complete or partial disability pension?
Do you usually work shifts or at
night?.....................................................................
Reading, watching TV, or other sedentary 
activity? .............................................................
Walking, cycling or other forms of 
exercise at least 4 hours a week? .....................
(include walking or cycling to
work, Sunday walk/stroll, etc.)
Participation in recreational sports, heavy
gardening, etc.? ................................................
(note: duration of activity at least 
4 hours a week)
Participation in hard training or sports 
competitions, regularly several times a week?...
Walking up hills or stairs, or walking 
fast on level ground? .......................................
Walking at normal pace at level ground?..........
Never or less than once a month ….................
Once a week or less ........................................
Twice a week or less .......................................
More than twice a week....................................
Do not use margarine or butter on bread …......
Butter ...............................................................
Hard Margarine ….............................................
Soft (soya) margarine spread............................
Butter/ margarine mixtures ...............................
Tick the most appropriate box.         
Tick the most appropriate box.         
Tick the most appropriate box.                   
Tick the most appropriate box.
                                                              
Tick the most appropriate box.         
Tick the most appropriate box.                   
Tick the most appropriate box.         




Carry on at the same pace? …........................
After less than 10 minutes? ….........................
After more than 10 minutes? ….......................
Cough in the morning? ....................................
Phlegm chest in the morning? ….....................
Rarely or never ................................................
Sometimes or often .........................................
Always or nearly always …...............................
Butter or hard margarine ..................................
Soft (soya) margarine or oil …..........................
Butter/ margarine mixtures …...........................
Do you smoke daily at present? …....................
Do you smoke cigarettes daily? …....................
(hand-rolled or factory made)
Have you previously smoked cigarettes daily?...
Cigars or cigarillos/cheroots? ….........................
A pipe? …...........................................................
Give the average number of packs per
week .................................................................
Do not drink coffee, or less than
one cup ............................................................
1 -4 cups ..........................................................
5 -8 cups ..........................................................
9 or more cups .................................................
Mostly sedentary work? ....................................
(e.g. office work, watchmaker, light manual work)
Work that requires a lot of walking? ..................
(e.g. shop assistant, light industrial work, teaching)
Work that requires a lot of walking and lifting?...
(e.g. postman, heavy industrial work, construction)
Heavy manual labour? ......................................
(e.g. forestry, heavy farm-work, heavy construction)
Is house-keeping your main occupation? ...
     
Has any one in your household (other than
yourself) been called in to a doctor for 
further medical examination after the 
previous cardiovascular disease survey? ….....
Write the doctor's name here?
No particular doctor
Yes No 











Cigarettes   
  Tobacco
   packets
Don't write here 
   FAMILY
         SYMPTOMS      
         EXERCISE       
         OWN ILLNESSES      
         SMOKING      
     COFFEE    
     EMPLOYMENT    
       FOLLOW-UP EXAMINATION       
















Cardiovascular heart  and circulatory diseases, on 
which the surveys of the 1974 and 1979-80 focused, 
are a very varied category of diseases whose causes 
are still partly unknown. In Tromsø we are therefore 
trying to obtain a more complete description of factors 
which may be important for the course of these 
diseases, such as diet, psychological pressure, 
“stress”, social conditions and the occurrence of 
disease in relatives. Such a description is also 
important in the search of factors that contribute to 
cancer, a group of diseases which also we try to 
combat in the coming years.
When you were called in, you received a 
questionnaire which you handed in at the survey. The 
present questionnaire asks for further information 
about your health and includes questions on various 
diseases and physical and psychological complaints. 
We have included questions on pregnancy, birth and 
menstruation.
How is your health?
Tick the box where “Yes” is appropriate.  
In addition, we are interested in obtaining information 
on the public use of medical health services in order to 
find out how to improve the health service.
We hope that you will take the trouble to fill in yet 
another questionnaire and return it to “Tromsø Board of 
Health” in the enclosed envelope. All information will be 
treated with strict confidentiality If you have any 
comments regarding the survey, you may write them 
down in the space provided on the last page of the 
questionnaire.
Yours sincerely
   Tromsø Board of Health       Department of medicine
          University of Tromsø
ADDITIONAL QUESTIONS TO 
THE TROMSØ HEALTH 
SURVEY 1986-87.
Do you have, or have you had:
Tick “Yes” or “No” for each question.          
How many times in the last 6 months have  
you had infections like a cold, influenza (flu)
diarrhoea/vomiting, or similar illnesses? .....
Have you had one of these infections in 
the past 14 days? ........................................
Have you during the last year used tablets/sprays 
or had injections for asthma or allergies?.................
Have you used any of the following 
medicines in the past 14 days?
Tick if none of the relatives have or have 
had any of those illnesses .......................
Tick for the relatives who have or have ever 
had any of the following illnesses:
Very bad ...................................................
Bad ...........................................................
Neither good nor bad, “middling” .............
Good ........................................................
Excellent ..................................................







Your appendix removed .........................
An operation for a stomach ulcer ...........









Gastric or duodenal ulcer .......................
Asthma ...................................................
Painkillers ................................................
Antipyretic drugs (to reduce fever) ..........
Eczema ointment ....................................







  GENERAL STATE OF HEALTH   ILLNESSES IN PARENTS OR SIBLINGS
   ILLNESSES 
    INFECTIONS 
   MEDICINES 
Yes
Yes  No 
 No Yes
Number 
Yes  No 
Yes  No 
Yes  No 
mother father brother Sister
   FISH  
   BREAKFAST 
   ALCOHOL  
   FRUIT 
    DIET 
CONTACT DUE TO OWN HEALTH OR ILLNESS    DINNER 
Yes  No   
Yes  No   
















How many visits have you made during the 
past year due to your own health or illness?
How often do you eat meat for dinner?
Tick the box where “Yes” is appropriate.
Number of hospital admissions in the past year
To a GP (general practitioner) ................
To a specialist (not hospital) ..................
Emergency GP .......................................
Medical officer at work ...........................
Physiotherapist .......................................
Chiropractor ............................................
Alternative practitioner  
(homoeopath, foot zone therapist, etc.) ..
Hospital outpatient department ..............
How many slices of bread do you usually eat 
daily?
Tick the box where “Yes” is appropriate.
What type of milk do you usually drink?
Tick the box where “Yes” is appropriate.
How many glasses/cups of milk do you usually 
drink daily?
Less than 2 slices ..................................
2 - 4 slices ..............................................
5 – 6 slices .............................................
7 – 12 slices ...........................................
13 or more slices ....................................
Do not drink milk .....................................
Full cream milk (ordinary or curdled) ......
Semi-skimmed milk .................................
Skimmed milk (ordinary or curdled) ........
Less than 1 glass/cup .............................
1 – 2 glasses/cups ..................................
3 – 4 glasses/cups ..................................
5 or more glasses/cups ..........................
How often do you eat cod/pollock or other 
lean fish for dinner or in a sandwich?
Tick the box where “Yes” is appropriate.
How often do you eat fatty fish such as herring, 
halibut, red fish, mackerel, salmon or trout for 
dinner or in a sandwich?
Tick the box where “Yes” is appropriate.
Do you take cod liver oil regularly?
Tick the box where “Yes” is appropriate.
Do you usually eat breakfast daily? ............
Less than once a week ............................
Once a week ............................................
Twice a week ...........................................
3 or more times a week ...........................
Less than once a week ............................
Once a week ............................................
Twice a week ...........................................
3 or more times a week ...........................
No ............................................................
During polar night ....................................
All year .....................................................
Not at all the past year ...........................
A few times .............................................
Once or twice a month ...........................
3 or more times a week ..........................
How often do you use fat like butter, 
margarine, mayonnaise, etc. with your 
dinner?
Tick the box where “Yes” is appropriate.
Do you usually eat vegetables with your 
dinner? .......................................................
How often do you usually eat fruit?
Tick the box where “Yes” is appropriate.
Are you a teetotaller?
If not,
 - How often do you usually drink beer?
Tick the box where “Yes” is appropriate.
Approximately how often have you during the 
last year  consumed alcohol corresponding to 
at least 5 small bottles of beer, a bottle of wine, 
or 1/4 bottle of spirits?
Tick the box where “Yes” is appropriate.
Less than once a week ...........................
Once or twice a week .............................
3 – 4 times a week ..................................
5 or more times a week ..........................
Less than once a week ..........................
Once or twice a week .............................
3 – 4 times a week ..................................
5 or more times a week ..........................
How often do you usually drink wine?
Tick the box where “Yes” is appropriate.
 - How often do you usually drink spirits?
Tick the box where “Yes” is appropriate.
Less than once a week ...........................
About once a week .................................
2 – 3 times a week ..................................
4 – 5 times a week ..................................
More or less ............................................
Never or just a few times a year ............
1 – 2 times a month ................................
About once a week .................................
2 – 3 times a week ..................................
More or less daily ....................................
Never or just a few times a year ............
1 – 2 times a month ................................
About once a week .................................
2 – 3 times a week ..................................
More or less daily ....................................
Never or just a few times a year ............
1 – 2 times a month ................................
About once a week .................................
2 – 3 times a week ..................................
More or less daily ....................................
  PHYSICAL ACTIVITY 
How often do you take part in physical activity 
lasting at least 20 minutes, which makes you 
perspire or become breathless?
Tick the box where “Yes” is appropriate.
Yes  No   
Yes  No   
Yes  No   
Yes  No   
Yes  No   
Yes  No   
Yes  No   
Yes  No   
Yes  No   
Yes  No   
  BACK AND JOINTS CONDITIONS
 NECK, HEAD AND SHOULDER COMPLAINTS
CHANGE IN DIETARY HABITS AND OTHER HABITS
  MARRIAGE / PARTNER 
   HOUSEHOLD
   SCHOOLING 
SLEEPLESSNESS/ LOSS OF CONSCIOUSNESS
   EMPLOYMENT 
If you usually take part in this type of activity at 
least weekly, how much time do you spend 
exercising?
Tick the box where “Yes” is appropriate.
Have you changed any of the following habits 
during the last 5 years: (Tick once for each 
question)
Rarely or never .......................................
Weekly ....................................................
Several times a week ..............................
Daily ........................................................
Less than 30 minutes a week .................
Between 30 minutes and 1 hour  a week
Between 1 and 2 hours a week ..............
More than 2 hours a week ......................
Dietary fat ..............................................
Soya margarine or oil .............................




Are you married or partner ........... .............
How old were you when you first married or 
Moved in with a partner? ............................
How many people live in your 
household?..................................................
Is anyone in your household 10 years 
or younger? ................................................
Does anyone in your household need special
care/assistance – other than the children? ....
How many years education have you had? 
(including primary and secondary schools) 
Have you had paid work the entire past year?




All or almost all ......................................
At least half ............................................
More than quarter ..................................
Less than quarter ...................................
How much house work do you normally do     
yourself?
Tick the box where “Yes” is appropriate.
During this last year have you suffered from  
back pain that has lasted longer than 4 weeks?
If yes, does the pain improve when you 
move around? .........................................
Have you suffered from morning stiffness 
in your back lasting more than 30 
minutes? ....................................................
During the past 3 years have you suffered   
from pain in any of the following joints 
lasting more than 30 minutes?
Knees ......................................................
Elbows ....................................................
Innermost finger joints ..........................
Other joints .............................................
If yes, have you suffered from stiff joints 
in the morning lasting more than 30 
minutes? ....................................................
How often do you suffer from headache?
Tick the box where “Yes” is appropriate.
Rarely of never .......................................
Once or more a month ...........................
Once or more a week .............................
Daily .......................................................
Rarely of never .......................................
Once or more a month ...........................
Once or more a week .............................
Daily .......................................................
How often do you suffer pain in the neck or   
shoulder?
Tick the box where “Yes” is appropriate.
Do the pains in your head, neck or shoulder 
reduce your ability to work?
Tick the box where “Yes” is appropriate.
Have your back, shoulder, and/or neck 
ever been x-rayed? ....................................
Little or no effect .....................................
To some degree ......................................
To a large degree ....................................
Cannot do ordinary work .........................
No particular time ...................................
Especially during the polar night .............
Especially during the midnight sun season
Especially in spring and autumn .............
Have you ever suffered from sleeplessness?
If yes, what time of the year does it affect you 
most? Tick the box where “Yes” is appropriate.
Have you at any time during the last 12 
months suffered from tiredness that has 
affected your work performance? ..............
Have you suffered from sudden loss of 
consciousness in the past year? ................
Have you noticed sudden changes in your 














 before  Less 
If you have major personal problems, do 
you expect to get help and support from 
your spouse or family? ...............................
In the last year, have you for a long time 
felt a need to seek help with personal 
problems, without doing so? ......................
During the past 2 weeks have you felt 
unable to cope with your problems?
Tick the box where “Yes” is appropriate.
Do you ever feel lonely?
Tick the box where “Yes” is appropriate.
During the past 2 weeks have you felt unhappy
or depressed?
Tick the box where “Yes” is appropriate.
Very often ...............................................
Sometimes ..............................................
Rarely or never .......................................








How old were you when you started 
menstruating? ............................................
When did your last period start? ................
How many days usually pass from the first 
day of one period to the first day of your 
next period (the time lapsed between the 
start of two periods) ..................................
Do/ did you menstruate regularly? ............
Do you usually take painkillers during 
menstruation? ............................................
Do you have any of the following complaints 
before your period:
- Are you depressed or irritable?
Tick the box where “Yes” is appropriate.
Hardly at all ..........................................
Noticeably ............................................
Very much so .......................................
Hardly at all ..........................................
Noticeably ............................................
Very much so .......................................
- Are your breasts painful?
Tick the box where “Yes” is appropriate.
- Do you have swollen hands/feet, put on 
weight, or feel bloated?
Tick the box where “Yes” is appropriate.
Hardly at all ..........................................
Noticeably ............................................
Very much so .......................................
Do the complaints disappear when you get 
your period? ...............................................
For these complaints, do you use?
     - diuretics? ............................................
     - other medications? .............................
How many children have given birth to? ....
How old were you when you got pregnant 
for the first time? ........................................
Do you use or have you ever used oral 
contraceptive pills or an intrauterine device? ........
If yes, for how many years altogether have 
you used:
    The pill? ..................................................
    An intrauterine device? ...........................
How old were you when you started using:
    The pill? ..................................................
    An intrauterine device? ...........................
If you have stopped taking the pill, did 6 
months or more pass without 
menstruating without you being pregnant?
Did you have to stop taking the pill due 
to high blood pressure? ..............................
How many times have you had a cervical 
smear test in the last 3 years? ....................
How many years is it since you had your 
last cervical smear test? ............................
MENSTRUATION
THE REMAINING SECTION OF THE 




   CERVICAL SMEAR TEST
   REACTION TO PROBLEMS
Yes  No   
Yes  No   
Yes  No  
Yes  No 
Yes  No 
Yes  No  
Yes  No 
 years    
 day  month  year




 number  




 years  
 Number of tests  
 years  
Yes  No   




Thank you for the help! Remember to post the questionnaire today!
The Tromsø survey 1986-1987
Your comments: ......................................... 
   
















      The Health Survey is coming to Tromsø. 
This leaflet will tell you when and where. You will 
also find information about the survey in the enclosed 
brochure. 
     We would like you to fill in the form overleaf and 
take it with you to the examination. 
    The more people take part in the survey, the more 
valuable its results will be. We hope, therefore, that 
you will be able to come. Attend even if you feel 
healthy, if you are currently receiving medical 
treatment, or if you have had your cholesterol and 
blood pressure measured recently. 
Yours sincerely, 
Municipal Health Authorities 
Faculty of Medicine - University of Tromsø 
National Health Screening Service 
 Electoral ward No. Municipality  Social security No.Date of birth     
HEALTH SURVEY 
Invitation                                                                  
   
Welcome to the Tromsø Health Survey!                 
“THIS IS YOUR
       CHANCE”
“THIS IS A REAL 
OPPORTUNITY- TAKE IT!”
 What is your current state of health? 
 Do you have, or have you had: 
 Do you use blood pressure lowering drugs? 
Have you during the last year suffered from pains 
and/or stiffness in muscles and joints that have 
lasted continuously for at least 3 months? 
 Have you in the last two weeks felt: 
How has your physical activity in leisure time been during this 
last year? 
How many cups of coffee do you drink daily?      
Are you a teetotaller?                        
How many times a month do you normally drink      
alcohol?        
 Did any of the adults at home smoke while 
you were growing up? 
 Do you currently, or did you previously, live together
 with daily  smokers after your 20th birthday? 
 If "YES", for how many years in all? .............
 How many hours a day do you normally spend 
in smoke-filled rooms? .....
Do you yourself smoke: 
If you previously smoked daily, how long 
is it since you quit?.........................................
If you currently smoke, or have smoked     
previously:       
How many glasses of beer, wine or spirits do you        
normally drink in a fortnight?
What type of margarine or butter do you usually use on     
bread?     
What is the highest level of education you have completed?
What is your current work situation?           
How many hours of paid work do you have per 
week? 
Do you receive any of the following benefits? 
Have one or more of your parents or      
siblings  had a heart attack or had
angina (heart cramp)? ..............................
          
    
Tick one box only. 
Poor  




Angina pectoris (heart cramp)   













 Put 0 if you do not spend time in smoke-filled rooms. 
Cigarettes daily?    
Cigars/ cigarillos daily?    
A pipe daily?
How many cigarettes do you or did you  
usually smoke per day?    
How old were you when you began  
daily smoking?
How many years in all have you smoked  
daily?   
Think of your weekly average for the year. 
Time spent going to work counts as leisure time. 
Light activity (not       
sweating/out of breath)  
Hard activity (sweating/
out of breath) ..........
Coarsely ground coffee for brewing
Other coffee
Hours per week
None    Less than 1 1-2   3 or more
Put 0 if you do not drink coffee daily.     
Put 0 if less than once a month.  .....
Do not count low-alcohol beer. 
Tick one box only. 
Do not count low-alcohol beer. 
Put 0 if less than once a month. 
Don't use butter/margarine 
Butter .............
Hard margarine 
Soft margarine ....... 
Butter/margarine mixtures
Light margarine  
7-10 years primary/secondary school,          
modern secondary school
Technical school, middle school, vocational   
school, 1-2 years senior high school 
High school diploma                                       
(3-4 years)........................




Unemployed, on leave without payment
Sickness benefit (sick leave) 






   Cups      
   Cups      
    Times  
Glasses Glasses Glasses 
Beer Wine 
 
  Spirits    
 No. of     
hours  
   Years   
cigarettes
Age
        years
   Years   
   Years   
   Hours   
 Age first       






Yes No Don't know
No  A little
  
   A lot 
  Very 
  much




EDUCATION/WORK            SMOKING





















    The main aim of the Tromsø Study is to improve our 
knowledge about cardiovascular diseases in order to aid 
prevention. The survey is also intended to improve our 
knowledge of cancer and other general conditions, such as 
allergies, muscle pains and mental conditions.  We would 
therefore like you to answer some questions about factors 
that may be relevant for your risk of getting these and other 
illnesses. 
   This form is a part of the Health Survey, which has been 
approved by the Norwegian Data Inspectorate and the 
Regional Board of Research Ethics. The answers will only 
be used for research purposes and will be treated in strict 
confidence. The information you give us may later be stored 
along with information from other public health registers in 
accordance with the rules laid down by the Data Inspectorate 
and the Regional Board of Research Ethics. 
  If you are in doubt about what to answer, tick the box that 
you feel fits best. 
  The completed form should be sent to us in the enclosed 
pre-paid envelope. 
Thank you in advance for helping us. 
Yours sincerely, 
Faculty of Medicine  National Health 
University of Tromsø Screening Service
 
If you do not wish to answer the questionnaire, tick the 
box below and return the form. Then you will not receive 
reminders. 
I do not wish to answer the questionnaire ..................................
 Date for filling in this form:................................
 Day  Month  Year
In which Norwegian municipality did you live  at the age of 1 year? 
If you did not live in Norway, give country of residence instead of municipality.
How was your family's financial situation during your 
childhood? 
Very good ..............................................................
How many of the first three years of your life   
How many of the first 15 years of your life                  
 Who do you live with?                
Good ........................................................................
Difficult .....................................................................
Very difficult  .............................................................
 - did you live in a town/city? .......................................
 - did your family have a cat or dog in the home? .......
 - did you live in a town/city? .......................................





Yes No  
Yes No  
Yes No  
Yes No  
Yes  No   Tick once for each item and give the number .       
 Spouse/partner ............................................
 Other people over 18 years .........................
 People under 18 years ................................
How many of the children attend day care/kindergarten? ....




Terraced /semi-detached house ........................
Other ..................................................................
 How big is your house? ..................................................
 Approximately what year was your house built? ............
 Has your house been insulated after 1970?...............
 Do you live on the lower ground floor/basement? .....
 If "Yes", is the floor laid on concrete? ...................
What is the main source of heat in your home?   
Number   
Electric heating ......................................................
Wood-burning stove .................................................
Central heating system using:                  
Paraffin ...................................................................
Electricity ................................................................
Do you have fitted carpets in the living room? ............
Is there a cat in your home? .......................................
Is there a dog in your home? ......................................
If you have paid or unpaid work, how would you describe   
 your work? 
Mostly sedentary work? .........................................
(e.g. office work, mounting) 
Work that requires a lot of walking? ..........................
(e.g. shop assistant, light industrial work, teaching)  
Work that requires a lot of walking and lifting? ..........
(e.g. postman, nursing, construction) 
Heavy manual work? .................................................
(e.g. forestry, heavy  farm-work, heavy construction) 
Can you decide yourself how your work should be         
organised? 
No, not at all ..........................................................
To a small extent ......................................................
 Who do you live with?   Yes, to a large extent ................................................
Are you on call, do you work shifts or nights?.............
Do you do any of the following jobs (full- or part-time)?




Yes, I decide myself ..................................................
       HOME   
      WORK
CHILDHOOD/YOUTH
The Tromsø Health Survey                            
   ILLNESS IN THE FAMILY  
   USE OF HEALTH SERVICES   
YOUR OWN ILLNESSES        SYMPTOMS      
Do you cough about daily for some periods of the year?
Have you ever had: 
Tick one box only for each item. Give your age at the time. 








Have you you ever had, or do you still have: 







Fibromyalgia/fibrositis/chronic pain syndrome .........





Allergy and hypersensitivity: 




Other hypersensitivity (not allergy) ....................
How many times have you had a cold, influenza (flu),
vomiting/diarrhoea, or similar in the last six months? 
Have you had this in the last 14 days?.......................
Tick for the relatives who have or have ever
had any of the following diseases: 
Tick "None" if none of your relatives have had the disease.               
Cerebral stroke or brain haemorrhage








age when they got
diabetes ..................................
If "Yes":     
Is your cough productive ? ..............................
Have you had this kind of cough for as long as
3 months in each of the last two years? ............
Have you had episodes of wheezing in your chest?
If "Yes", has this occurred:      
Tick one box only for each item.     
At night ................................................................
In connection with respiratory infections ..................
In connection with physical exertion ........................
In connection with very cold weather .......................
Have you noticed sudden changes in your pulse 
or heart rhythm in the last year?.................................
How often do you suffer from sleeplessness? 
Never, or just a few times a year .........................
1-2 times a month .....................................................
Approximately once a week ......................................
More than once a week .............................................
If you suffer from sleeplessness, what time       
of the year does it affect you most? 
No particular time of year ...................................
Especially during the polar night .............................
Especially during the midnight sun season .............
Especially in spring and autumn ..............................
Have you in the last year suffered from sleeplessness
to the extent that it has affected your ability to work?...
How often do you suffer from headaches? 
Rarely or never .....................................................
Once or more a month ...............................................
Once or more  a week ...............................................
Daily ...........................................................................
Does the thought of getting a serious illness ever 
worry you? 
Not at all ...............................................................
Only a little ................................................................
Some .........................................................................
Very much .................................................................
How many visits have you made during the past year 
due to your own health or illness:
Tick 0 if you have not had such contact 
To a general practitioner (GP)/Emergency GP ............
To a psychologist or psychiatrist .....................................
To an other medical specialist (not at a hospital) ............
To a hospital out-patient clinic .....................................
Admitted to a hospital ......................................................
To a medical officer at work .............................................
To a physiotherapist ....................................................
To a chiropractor .............................................................
To an acupuncturist .........................................................
To a dentist ..................................................................
To an alternative practitioner (homoeopath, foot zone therapist, etc.) 
To a healer, faith healer, clairvoyant  ..............................
Number of times 
the past year
Yes  No  
Yes  No  
Yes  No  
Yes  No  
Yes  No  
Age    
times     
Mother Father Brother Sister Child None  
Gastric/duodenal ulcer surgery ....................
MEDICATION AND DIETARY SUPPLEMENTS            FOOD HABITS           
       FRIENDS      
Have you for any length of time in the past year used any of the 
following medicines or dietary supplements daily or almost daily? 
Indicate how many months you have used them. 
Put 0 for items you have not used. 
Medicines
Painkillers ............................................................







Dietary supplements            
Iron tablets ...........................................................
Calcium tablets or bonemeal ...................................
Vitamin D supplements ............................................
Other vitamin supplements ..................................
Cod liver oil or fish oil capsules ...............................
Have you in the last 14 days used the following             
medicines  or dietary supplements? 
Tick one box only for each item. 
Medicines            
months
good
friends    
Painkillers           .............................................................
Antipyretic drugs (to reduce fever) ...........................
Migraine drugs .........................................................
Eczema cream/ointment ..........................................
Heart medicines (not blood pressure) ......................




Other drugs for nervous conditions ..........................
Antacids ...............................................................
Gastric ulcer drugs ...................................................
Insulin .......................................................................
Diabetes tablets ........................................................





Calcium tablets or bonemeal ...................................
Vitamin D supplements ............................................
Other vitamin supplements ..................................
Cod liver oil or fish oil capsules ................................
- jam and other sweet spreads .......
confidentially with and who give you help when you need it? 259
Do not count people you live with, 
but do include other relatives!  
How many of these good friends do you have 
contact with at least once a month? .........................
Do you feel you have enough good friends? ...........
How often do you normally take part in organised   
gatherings, e.g. sewing circles, sports clubs, 
political meetings, religious or other associations?     
Never, or just a few times a year .........................
1-2 times a month ....................................................
Approximately once a week .....................................
More than once a week ............................................ Waffles, cakes, etc. ..................
Chocolate .......................................
Sugar-free ("Light") soft drinks .....








- lean fish (e.g. cod)  ....................
- fatty fish (e.g. salmon/redfish)
- sausage/meatloaf/ meatballs .....
Dinner with
- unprocessed meat......................
Breakfast cereal/ oat meal, etc. ...
Boiled or fried egg ........................
Yoghurt ....................................
How many times per week do you normally eat the following foodstuffs? 
How many good friends do you have whom you can talk
What kind of fat is normally used in cooking         
(not on the bread) in your home? 
A catering portion is enough for about
If you use butter or margarine on your bread, how many slices does   
a small catering portion normally cover? By this, we mean the 






Tick one or two boxes! 
The bread I eat is most similar to:
Sleeping pills 
How much (in number of glasses, cups, potatoes or slices) do you   
usually eat or drink daily of the following foodstuffs? 
Tick one box for each foodstuff. 
Full milk (ordinary or curdled) (glasses)
Semi-skimmed milk .........................
(ordinary or curdled) (glasses)
Tea (cups) .......................................
Orange juice (glasses) ....................
Potatoes .....................................
Slices of bread in total 
(incl. crisp-bread) ............................
Slices of bread with 
- fish 
(e.g. mackerel in tomato sauce) .....
- lean meat                    
(e.g. ham) .......................................
- fat meat                       
(e.g. salami) ....................................
- cheese (e.g. Gouda/ Norvegia) .........
- brown cheese ...............................







  Coarse 
brown  
   Crisp 
  bread 
Skimmed milk (ordinary or curdled) (glasses)
Tick a box for all foodstuffs listed. 
slices   
 Less 
 than 1 
 More 
than 6 
  Never 
 Less 
 than 1 
  almost  
daily 










What kind of bread (bought or hom -made) do you usually eat?         
      ALCOHOL
How often do you usually drink   
Never, or just a few times a year .......
1-2 times a month ..............................
About once a week ............................
2-3 times a week ...............................
More or less daily ..............................
Approximately how often during the last year have you consumed 
alcohol corresponding to at least 5 small bottles of beer, a bottle 
of wine, or 1/4 bottle of spirits?            
Not at all the last year ...............................................
A few times ...............................................................
1-2 times a month .....................................................
1-2 times a week ......................................................
3 or more times a week ............................................
For approximately how many years has your alcohol       
consumption been as you described above? ..................
- before age 20 ..................................................
years
   spirits?   wine?beer?
 TO BE ANSWERED BY WOMEN ONLY 
      MENSTRUATION   
      PREGNANCY     
      WEIGHT REDUCTION   
      URINARY INCONTINENCE       
      CONTRACEPTION AND ESTROGEN  
- later .................................................................
If you have lost weight deliberately, about how many                 
kilos have you ever lost at the most? 
- before age 20 ..............................................................
- later .............................................................................
What weight would you be satisfied with 
(your "ideal weight")? ....................................................
How often do you suffer from urinary incontinence?
Never ...................................................................
Not more than once a month ...................................
Two or more times a month .....................................
Once a week or more ..............................................
Your comments:            
Do you use, or have you ever used: 
Oral contraceptive pills (incl. minipill) ...
Hormonal intrauterine device ....................
Estrogen (tablets or patches) ..............
Estrogen (cream or suppositories) ............
If you use oral contraceptive pills, hormonal intrauterine device,                 
or estrogen, what brand do you currently use? 
If you use or have ever used oral contraceptive pills: 
How many years in total have you taken the pill? .....
If you have given birth, how many years did you 
take the pill before your first delivery? .......................
If you have stopped taking the pill: 
       Age when you stopped? .....................................
Thank you for the help! Remember to mail the form today! 
The Tromsø Health Survey 
How old were you when you started                       
menstruating? ................................................................
If you no longer menstruate, how old were
you when you stopped menstruating? ...........................
you ever stopped having menstruation for      
6 months or more? ...................................................
If "Yes", how many times? ..................................
If you still menstruate or are pregnant:                         
What date did your last menstruation period begin?
Do you usually use painkillers to                       
relieve period pains? ............................................
How many children have you given birth to? .............
Are you pregnant at the moment? ....................
Have you during pregnancy had 
high blood pressure and/or proteinuria? ...........
If "Yes", during which pregnancy? 
High blood pressure ....................................
Proteinuria ...................................................
If you have given birth, fill in for each child the year of birth 
and approximately how many months you breastfed the child. 
Child Year of birth:  
About how many times have you deliberately tried to 
lose weight? Write 0 if you never have. 
Apart from pregnancy and after giving birth, have        
Yes  No 
day/month/year
 times  
  No Yes 
years
years
Number of months 
breastfed:
Yes  No 
Yes  No 
 children  
 Don't know  
 Pregnancy
First         Later  
Age when you started to take the pill? ......................
  times  





















 The main aim of the Tromsø Study is to improve our 
knowledge about cardiovascular diseases in order to aid 
prevention. The survey is also intended to improve our 
knowledge of cancer and other general conditions, such as 
allergies, muscle pains and mental conditions. Finally, the 
survey should give knowledge about the older part of the 
population. We would therefore like you to answer the 
questions below. 
    This form is a part of the Health Survey, which has been 
approved by the Norwegian Data Inspectorate and the 
Regional Board of Research Ethics. The answers will only 
be used for research purposes and will be treated in strict 
confidence. The information you give us may later be stored 
along with information from other public health registers in 
accordance with the rules laid down by the Data 
Inspectorate and the Regional Board of Research Ethics. 
     If you are in doubt about what to answer, tick the box that 
you feel fits best. 
     The completed form should be sent to us in the enclosed 
pre-paid envelope. 
Thank you in advance for helping us. 
Yours sincerely, 
Faculty of Medicine National Health 
University of Tromsø Screening Service 
 If you do not wish to answer the questionnaire, tick the box below 
and return the form. Then you will not receive reminders. 
I do not wish to answer the questionnaire ..................................
 Date for filling in this form: ..............................
Day   Month   Year
 Who do you live with?      
 Tick once for each item and give the number.        Yes    No   Number
Spouse/partner ..............................................
Other people over 18 years ...........................
People under 18 years ...................................
 What type of house do you live in? 
Villa/ detached house ....................................
Farm ...................................................................
Flat/apartment ...................................................
Terraced /semi-detached house ......................
Other ...................................................................
How long have you lived in your present home? .............
 Is your home adapted to your needs? .............
 If "No", do you have problems with: 
Living space ...................................................
Variable temperature, 





Other (please specify) ...................................
Spouse/partner Would y  like to move into a retirement home? ..
How will you describe the type of work you had for the last 5-10   
years before you retired? 
Mostly sedentary work? ..........................................
(e.g. office work, mounting)     
Work that requires a lot of walking? .........................
(e.g. shop assistant, housewife, teaching) 
Work that requires a lot of walking and lifting? .......
(e.g. postman, nurse, construction) 
     
Did you do any of the following jobs    
(full-time or part-time)? 




How old were you when you retired? ............................
What kind of pension do you have? 
Basic state pension ..............................................
An additional pension ...........................................





Yes   No 
Years 
years  









How was your family's financial situation during your              
childhood? 
If you did not live in Norway, give country instead of municipality
 
In which Norwegian municipality did you live at the age of 1year?  
CHILDHOOD/YOUTH  
PREVIOUS WORK AND FINANCIAL SITUATION 
   HOME    
Tromsø Health Survey 
for the over 70s 
Heavy manual work .....................................................
(e.g. forestry, heavy farm-work, heavy construction)
Yes   No 
Yes   No 
Yes   No 
Yes   No 
Yes   No 
 No A little 
   ILLNESS IN THE FAMILY       HEALTH AND ILLNESS    
   YOUR OWN ILLNESSES    
    SYMPTOMS      
Tick for the relatives who have or have ever had 
any of the following diseases: 
Has your state of health changed in the last year?
 Yes, it has got worse ..............................................
No, unchanged ...........................................................
Yes, it has got better ..................................................
How do you feel your health is now compared to       
others of your age? 
Much worse .............................................................
A little worse ...............................................................
About the same ..........................................................
A little better ...............................................................
Much better .................................................................
Have you ever had:                
Hip fracture ....................................................
Have you ever had:      Wrist /f rearm fr cture ..................................
Whiplash  .......................................................
Injury requiring  hospital admission ...........
Gastric ulcer  .................................................
Duodenal ulcer  .............................................
Gastric/duodenal ulcer surgery ...................
Have you ever had, or do you have: 
Tick one box only for each item. Give your age at the time. 
If you have had the condition several times, how old were 
you last time? 
Neck surgery ..................................................
Tick one box only for each item. 
Cancer  ......................................................................






Fibromyalgia/fibrositis/chronic pain syndrome ......
Psychological problems for which you have sought help 
Thyroid disease ..........................................................
Liver disease ............................................................







Allergy and hypersensitivity 
Atopic eczema (e.g. childhood eczema) .............
Hand eczema .........................................................
diarrhoea/vomiting or similar in the last 6 months?
Food allergy ...........................................................
Other hypersensitivity (not allergy) ....................
How many times have you had a common cold, influenza (flu), 
times    
Hey fever ............................................................
Have you had this in the last 14 days? .................
Tick "None" if none of your relatives have had the disease.                  
Mother Father Brother Sister Child  None 
Cerebral stroke or brain haemorrhage  









- age when they got
diabetes ..........................................
Do you cough about daily for some periods 
of the year? ..................................................................
If “Yes”:     
Is your cough productive? ................................
Have you had this kind of cough for as long 
as 3 months in each of the last two years? ......
Have you had episodes with wheezing in your chest?
If "Yes", has this occurred:        
Tick one box only for each item. 
At night ....................................................................
In connection with respiratory infections ................
In connection with physical exertion .......................
In connection with very cold weather ...................
Have you noticed sudden changes in your pulse 
or heart rhythm in the last year? ................................
Have you lost weight in the last year? ......................
If “Yes”:   
How many kilograms? ............................................
How often do you suffer from sleeplessness? 
Never, or just a few times a year ...........................
1-2 times a month .......................................................
Approximately once a week .......................................
More than once a week ...............................................
If you suffer from sleeplessness, what time of 
the year does it affect you most? 
No particular time of year ......................................
Especially during the polar night ..............................
Especially during the midnight sun season ............
Especially in spring and autumn ..............................
Do you usually take a nap during the day? ....
Do you feel that you usually get enough sleep? 
Do you suffer from: 
Dizziness .......................................................
Poor memory ....................................................
Lack of energy ..................................................
Constipation .................................................
 Age  
  A lot 
     BODILY FUNCTIONS       
MEDICATION AND DIETARY SUPPLEMENTS
   FAMILY AND FRIENDS   
 USE OF HEALTH SERVICES  
Does the thought of getting a serious illness ever 
worry you?             
Not at all ..................................................................
Only a little ..................................................................
Some ............................................................................
Very much ...................................................................
Can you manage the following everyday 
activities on your own without help from 
others? 
Walking indoors on one level ......................
Walking up/down stairs ....................................
Walking outdoors ..............................................
Walking approx. 500 metres ............................
Going to the toilet .............................................
Washing yourself ..........................................
Taking a bath/shower .......................................
Dressing and undressing .................................
Getting in and out of bed .................................
Eating .................................................................
Cooking ..........................................................
Doing light housework (e.g. washing up) ..........
Doing heavier housework (e.g. cleaning floor) 
Go shopping ......................................................
Take the bus ......................................................
Can you hear normal speech 
(if necessary with hearing aid)? .......................
Can you read (if necessary with glasses)? .....
Are you dependent on any of the following aids? 
Walking stick ................................................
Crutches ...........................................................




How many visits have you made during the past year   
due to your own health or illness: 
Put 0 if you have not had such contact 
To a general practitioner (GP)/emergency GP ........
To a psychologist or psychiatrist .................................
To an other medical specialist (not at a hospital) .......
To a hospital out-patient clinic .................................
Admitted to a hospital ....................................................
To a physiotherapist ......................................................
To a chiropractor .......................................................
To a acupuncturist .........................................................
To a dentist .....................................................................
To a chiropodist .........................................................
To an alternative practitioner (homoeopath, foot zone therapist, etc.)
To a healer, faith healer, clairvoyant ............................
Do you have home aid? 
Private ...........................................................
Municipal ..........................................................
Do you receive home nursing care? ...................
Are you pleased with the health care and home
assistance services in the municipality? 
Assigned family GP .................................
Home nursing care ......................................
Home assistance services ..........................
Do you feel confident that you will receive health 





Have you for any length of time in the last year used any of the 
following medicines or dietary supplements daily or almost daily? 
Indicate how many months you have used them. 








Heart medicines (not blood pressure) ...............
Insulin .......................................................................
Diabetes tablets  ......................................................
Drugs for hypothyroidism (Thyroxine) .............
Cortisone tablets .....................................................
Remedies for constipation .....................................
Dietary supplements: 
Iron tablets ...........................................................
Vitamin D supplements ...........................................
Other vitamin supplements ....................................
Calcium tablets or bone meal ............................
Cod liver oil or fish oil capsules ............................
Do you have close relatives who can give 
you help and support when you need it? .......




How many good friends do you have whom you  
can talk confidentially with and who give you 
help when you need it? ...............................................
Do not count people you live with, but do include 
other relatives! 
Do you feel you have enough good friends?
Do you feel that you belong to a community (group of people) 
who can depend on each other and who feel committed to each 
other (e.g. a political party, religious group, relatives, neighbours, 
work place, or organisation)? 
Strong sense of belonging ...................................
Some sense of belonging .........................................
Not sure ......................................................................






 No  
Yes With difficulty  No 
 No  Yes 
Number of times




 No  Yes 


















        FOOD HABITS           
     WELL BEING       
     MENSTRUATION       
       PREGNANCY        
        ESTROGEN           
How often do you normally take part in organised gatherings, 
e.g. sewing circles, sports clubs, political meetings, religious 
or other associations? 
Never, or just a few times a year ..........................
1-2 times a month ......................................................
Approximately once a week .....................................
More than once a week .............................................
How many meals a day do you normally eat      
(dinner and bread meals)? ...............................................
How many times a week do you eat warm dinner? ........
What kind of bread (bought or home-made) do you              
usually eat? 
Tick one or two boxes. 
The bread type is most similar to:
What kind of fat is normally used in cooking 






How much (in number of glasses, cups, potatoes or slices) do you   
usually eat/drink daily the following foodstuffs? 
Tick one box for each foodstuff. 
Milk of all types (glasses) ..................
Orange juice (glasses) ...........................
Potatoes ..................................................
Slices of bread in total (incl. crispbread)
Slices of bread with 
fish (e.g. mackerel in tomato sauce) 
cheese (e.g. Gouda/Norvegia) ...................
smoked cod caviare .......................
How many times per week do you normally 
eat the following foodstuffs? 
Tick for all foodstuffs listed. 
Yoghurt .........................................
Boiled or fried egg ...........................
Breakfast cereal/oatmeal, etc. .........
Dinner with   
unprocessed meat ........................
fatty fish (e.g. salmon/red-fish)
lean fish (e.g. cod) ....................
vegetables (fresh or cooked) .......
Carrots (fresh or cooked) ................
Cauliflower/cabbage/broccoli .........
Apples/pears ....................................
Oranges, mandarins, etc. ............
Your comments:       
How content do you generally feel with growing old? 
Good ........................................................................
Quite good ..................................................................
Up and down ..............................................................
Bad ...............................................................................
What is your view of the future?        
Bright ......................................................................
Not too bad .................................................................
Quite worried ..............................................................
Dark ..............................................................................
How old were you when you started  
menstruating? ................................................................
TO BE ANSWERED BY WOMEN ONLY  
How old were you when you stopped menstruating? 
How many children have you given birth to? ........
If you have given birth, fill in for each child the year of birth 
and approximately how many months you breastfed the child. 
If you have given birth to more than 6 children, note their birth 
year and number of months you breastfed at the space provided 
below for comments.   
Child  Year of birth: Number of months    
breastfed:  
Children
Have you during pregnancy    
had high blood pressure and/or             
proteinuria? .......................................................
If "Yes", during which pregnancy? 
High blood pressure ..................................
Proteinuria ..................................................
  First    Later   
Pregnancy      
 No  Yes 
Do you use, or have you ever used estrogen:              
Tablets or patches ...........................................
Cream or suppositories ...................................
If you use estrogen, what brand do you currently use?     
Now  Previously  Never
years 
years 
 Never   
 Less  
   than 1     




 Less    
 than 1  
None  
 White





  Coarse   
brown  
   Crisp   
  bread  
 Number  
Thank you for the help! Remember to mail the form today! 




















5.3 (Municipality) (County) (Country)
9.3 (Business) 9.4 (Occupation) 14.7 (Mark)






Fibromyalgia/chronic pain syndrome ......
Psychological problems for which you  
have sought help  ............................................
A heart attack .........................................
Angina pectoris (heart cramp) ................
Cerebral stroke/brain haemorrhage .........
2.1 Have you suffered from pain and/or stiffness in 
muscles and joints during the last 4 weeks?
(Give duration only if you have had problems)
5.1 How long altogether have you lived in the county?
(Put 0 if less than half a year)
5.2 How long altogether have you lived in the municipality?
(Put 0 if less than half a year)
5.3 Where did you live most of the time before the age of 16?
(Tick one option and specify)
Same municipality ....
Another municipality
in the county .............. Which one:
Another county in Norway Which one:
Outside Norway ........ Country::
5.4 Have you moved within the last five years?
No Yes, one time Yes, more than once
1           2       3
NoYes
1.1 What is your current state of health? (Tick one only)
Poor Not so good Good Very good
1                  2               3           4
1.4 Do you get pain or discomfort in the chest when:
Walking up hills, stairs or walking fast on level ground?
1.6 If you stop, does the pain disappear within
10 minutes? ...........................................................
1.7 Can such pain occur even if you are at rest?........
1.5 If you get such pain, do you usually:
Stop? Slow down? Carry on at the same pace?









Upper part of your back... 
Lumbar region .................
Hips, legs, feet ................
Other places ....................











2.2 Have you ever had:
Fracture in the wrist/forearm  ...................
Hip fracture?..............................................
1. YOUR OWN HEALTH 3. OTHER COMPLAINTS
4. USE OF HEALTH SERVICES
5. CHILDHOOD/YOUTH AND AFFILIATION
6. BODY WEIGHT
2. MUSCULAR AND SKELETAL COMPLAINTS
3.1 Below is a list of various problems. Have you experienced 
any of this during the last week (including today)?
(Tick once for each complaint)
Sudden fear without reason ....................
Felt afraid or anxious ..............................
Faintness or dizziness ............................
Felt tense or upset ..................................
Tend to blame yourself ...........................
Sleeping problems ..................................
Depressed, sad ......................................
Feeling of being useless, worthless ........
Feeling that everything is a struggle ......










1             2            3           4
4.1 How many times in the last 12 months have you been to/used:
(Tick once for each line)
General practitioner (GP) .......................
Medical officer at work ...........................
Psychologist or psychiatrist ....................
(private or out-patient clinic)
Other specialist (private or out-patient clinic)
Emergency GP (private or public) ..............
Hospital admission .................................











6.1 Estimate your body weight when you
were 25 years old: kg
1.3 Have you noticed attacks of sudden changes in  









7. FOOD AND BEVERAGES 8. SMOKING
9. EDUCATION AND WORK
7.1 How often do you usually eat these foods?
(Tick once per line)
7.2 What type of fat do you usually use? (Tick once per line)
7.3 Do you use the following dietary 
supplements:
8.1 How many hours a day do you normally spend
in smoke-filled rooms? Number of total hours
8.2 Did any of the adults smoke at home 
while you were growing up? .................................
8.3 Do you currently, or did you previously live
together with a daily smoker after your
20th birthday? 
8.4 Do you/did you smoke daily? ..................
If NEVER: Go to question 9 : (EDUCATION AND WORK)
8.5 If you smoke daily now, do you smoke:
8.6 If you previously smoked daily, how
long is it since you quit? Number of years











Cod liver oil, fish oil capsules ..............
Vitamins and/or mineral supplements?
7.4 How much of  the following do you usually drink?
(Tick once per line)
7.5 Do you usually drink soft drink: with sugar 1 without sugar      2
7.6 How many cups of coffee and tea do you drink daily?
(Put 0 for the types you don't drink daily)
7.7 Approximately how often have you during the last year 
consumed alcohol? (Do not count low-alcohol and alcohol-free beer)
7.8 When you drink alcohol, how many
glasses or drinks do you normally drink? number
7.9 Approximately how many times during the last
year have you consumed alcohol equivalent to




















Yes, daily Sometimes No
1               2             3              4              5             6
Full milk, full-fat curdled milk, 
yoghurt ..................................
Semi-skimmed milk, semi-skimmed 
curdled milk,low-fat yoghurt ......
Skimmed milk, skimmed 
curdled milk ..............................
Extra semi-skimmed milk ......
Juice .....................................
Water ....................................
Mineral water (e.g. Farris, 
Ramløsa etc)
Cola-containing soft drink .....














1 2            3            4            5
Filtered coffee ..........................................................
Boiled coffee/coarsely ground coffee for brewing .....



















1              2        3 4
5               6        7 8
7.10 When you drink, do you normally drink:(Tick one or more)
Beer Wine Spirits 
9.1 How many years of education
have you completed? Number of years
(Include all the years you have attended school or studied)
9.2 Do you currently have paid work?
9.3 Describe the activity at the workplace  where 
you had paid work for the longest period in the
last 12 months. (e.g. Accountancy firm, school, paediatric  
department, carpentry workshop, garage, bank, 
grocery store, etc.)
Business:
If retired, enter the former business and occupation.
Also applies to 9.4
9.4 Which occupation/title have or had you at this workplace?
(e.g. Secretary, teacher, industrial worker, nurse,
carpenter, manager, salesman, driver, etc.)
Occupation:
9.5 In your main occupation, do you work as self-employed, 
as an employee or family member without regular salary?
9.6 Do you believe that you are in danger of losing 
your current work or income within the next 
two years? ...........................................................
9.7 Do you receive any of the following benefits?
Yes No





Sickness benefit (are on sick leave) .......................
Old age pension, early retirement (AFP) or
survivor pension ..................................................... 
Rehabilitation/reintegration benefit .........................
Disability pension (full or partial) .............................
Unemployment benefits during unemployment .......
Social welfare benefits ............................................
Transition benefit for single parents ........................
How many cigarettes do you or did you
normally smoke per day? Number of cigarettes
How old were you when you began
daily smoking? Age in years
How many years in all have you
smoked daily? Number of years
Yes       No
Yes No
Yes, full-time Yes, part-time No1                    2                  3




(not sweating/out of breath)...
Hard physical activity
(sweating/out of breath).........
Blood pressure lowering drugs ...................
Cholesterol-lowering drugs .........................
Reading, watching TV or 
other sedentary activity? ......................................... .........
Walking, cycling or other forms of  
exercise at least 4 hours a week? .....................................
(Include walking or cycling
to work, Sunday walk/stroll,etc.)
Participation in recreational sports, heavy gardening, etc.?
(Note: duration of activity at least 4 hours a week)
Participation in hard training or sports competitions, 
regularly several times a week? ........................................
None Less than 1 1-2 3 or more
10.1 How has your physical activity in leisure time been 
during this last year?
Think of a weekly average for the year.
Time spent going to work is count as leisure time. Answer both questions.
11.3 How much interest do people show for what you do?
(Tick only once)
11.4 How many associations, sport clubs,groups, religious
        communities or similar do you take part in?  Number
(Write 0 if none)
11.5 Do you feel that you can influence what happening
in your local community where you live? (Tick only once)
12.1 Have one or more of your parents or siblings
had a heart attack (heart wound) or
angina pectoris (heart cramp)? ..........................
12.2 Tick for the relatives who have or have
had any of the illnesses: (Tick for each line)
Cerebral stroke or 
brain haemorrhage .......
Heart attack




12.3 If any relatives have diabetes, at what age did they get
diabetes (if for e.g. many siblings, consider the one who 
got it earliest in life):
11.2 How many good friends do you have? Number of friends
Count the ones you can talk confidentially with
and who can give you help when you need it.
Do not count people you live with, but do include
other relatives.
10.2 Describe exercise and physical exertion in your leisure time.
If your activity varies much e.g. between summer and winter, 
then give an average. The question refers only to the last year.
(Tick the most appropriate box)
1 2 3                 4
10. EXERCISE AND PHYSICAL ACTIVITY
11. FAMILY AND FRIENDS
12. ILLNESS IN THE FAMILY
13. USE OF MEDICINES
14. THE REST OF THE FORM IS TO
BE ANSWERED BY WOMEN ONLY
13.1 Do you use:
14.1 How old were you when you  
started menstruating? Age in years
14.2 If you no longer menstruating, how old were
you when you stopped menstruating? Age in years
14.3 Are you pregnant at the moment?
14.4 How many children have you 
        given birth to? Number of children
14.5 Do you use, or have you ever used?
(Tick once for each line)
13.2 How often have you during the last 4 weeks used
the following medicines?
(Tick once for each line)
13.3 For those medicines you have checked in points 13.1 and 























Mother's age Father's age Brother's age Sister's age Child's age
Father Brother Sister Child
None
of these
Yes, some Yes, a little No
Never 
tried




With medicines, we mean drugs purchased at pharmacies.
Supplements and vitamins are not considered here.
Painkillers non-prescription ....




Other prescription medicines ...
Oral contraceptive pills/mini pill/
contraceptive injection ................
Hormonal intrauterine device (IUD)
(not ordinary IUD)..
Estrogen (tablets or patches) .....
Estrogen (cream or suppositories)
State the name and the reason that you are taking/have taken
these (disease or symptom):











Name of the medicine: Reason for use of Up to 1 year
(one name per line) the medicine 1 year or more
If there is not enough space here, you may continue on a separate sheet that you attach
How long have you
used the medicine
Yes No Uncertain Above fertileage 






























but not now Never
14.6 If you use/have used prescription estrogen:
How long have you used it? Number of years
14.7 If you use contraceptive pills, mini pill, contraceptive 
injection, hormonal IUD or estrogen, what brand do you use?
1 2 3 4
1          2                    3        4                 5



















Do not write here:









Fibromyalgia/chronic pain syndrome .....
Psychological problems for which you 
have sought help ....................................
A heart attack .........................................
Angina pectoris (heart cramp) ................
Cerebral stroke/brain haemorrhage ........
Have one or more of your parents or siblings had:
NoYes
What is your current state of health? (Tick only once)
Poor Not so good Good Very good
1                  2               3           4
Do you get pain or discomfort in the chest when:
Walking up hills, stairs, or walking fast on level ground?
If you stop, does the pain disappear 
within 10 minutes? .............................................
Can such pain occur even if you are at rest?....
If you get such pain, do you usually:
Stop? Slow down? Carry on at the same pace?






A heart attack (heart wounds) or




E1. YOUR OWN HEALTH E3. COMPLAINTS
E4. TEETH, MUSCLE AND SKELETON
E5. EXERCISE AND PHYSICAL ACTIVITY
E6. BODY WEIGHT
E2. ILLNESS IN THE FAMILY
Below is a list of various problems.
Have you experienced any of this during the last week
(including today)?
(Tick once for each line)
Sudden fear without reason ..........
Felt afraid or anxious ....................
Faintness or dizziness ..................
Felt tense or upset ........................
Tend to blame yourself ..................
Sleeping problems.........................
Depressed, sad .............................
Feeling of being useless, worthless ..
Feeling that everything is a struggle










  1 2 3 4
How many teeth have you lost/extracted? Number of teeth
(disregard milk-teeth and wisdom teeth)
Estimate your body weight when you 
were 25 years old: kg.
Have you been bothered by pain and/or stiffness in 
muscles and joints during the last 4 weeks?
Neck / shoulders ....................
Arms, hands..........................
Upper part of the back ..........
Lumbar regions ....................








Have you ever had:
Fracture in wrist/forearm? ........................
Hip fracture?............................................
Have you fallen down during the last year? (Tick once only)
NoYes




(not sweating/out of breath).....
Hard physical activity
(sweating/out of breath)............
Less than 1None 1-2 3 or more
How has your physical activity been during this last year?
Think of a weekly average for the year.
Answer both questions.
1                   2 3                 4
Hours per week
1              2                 3
Tick for the relatives who have or have
had any of the illnesses: (Tick for each line)
Cerebral stroke or 
brain haemorrhage ...
Heart attack




If any relatives have diabetes, at what age did they get 
diabetes (if for e.g. many siblings, consider the one who 

















Fat fish (e.g. salmon, 
trout, mackerel, herring)
E7. EDUCATION
E8. FOOD AND BEVERAGES
E9. SMOKING
E10. BODILY FUNCTIONS AND SAFETY
How often do you usually eat these foods?
(Tick once for each line)
Do you use dietary supplements:
How many hours a day do you normally spend
in smoke-filled rooms? Number of total hours
Did any of the adults smoke at home
while you were growing up? ........................... 
Do you currently, or did you previously live
together with a daily smoker after your 20th 
birthday?
Do you/did you smoke daily? .................
If you have NEVER smoked daily;
Go to question E11  (BODILY FUNCTIONS AND SAFETY)
If you smoke daily now, do you smoke:
If you previously smoked daily, how
long is it since you quit? Number of years
If you currently smoke, or have smoked 
previously:
Cod liver oil, fish oil capsules ................
Vitamins and/or mineral supplements ...
How much of the following do you usually drink?













1               2                 3                 4                 5                 6
Yes, daily Sometimes No
Full milk, full-fat curdled 
milk, yoghurt ...........................
Semi-skimmed milk, semi-skimmed 
curdled milk, low-fat yoghurt .......
Skimmed milk, skimmed 
curdled milk .........................
Extra semi-skimmed milk ....
Juice ...................................
Water ..................................














1 2 3                4                 5
123
1                   2      3      4
How many years of education have 
you completed? Number of years
(include all the years you have attended school or studied)
Would you feel safe by walking alone in the evening
in the area where you live?
When it comes to mobility, sight and hearing, can you:
(Tick once for each line)
Do you because of chronic health problems have
difficulties with: (Tick once for each line)
Take a 5 minute walk
in fairly high pace? ................
Read ordinary text in newspaper,
if necessary with glasses? .........
Hear what is said in a
normal conversation? ............
Move around in your home? .................
Get out of your home by yourself? .......
Participate in organization or other 
leisure time activities? ..........................
Use public transport? ............................












How many cigarettes do you or did you 
normally smoke per day? Number of cigarettes
How old were you when you began 
daily smoking? Age in years
How many years in all have 
you smoked daily? Number of years














Approximately, how often have you during the last year  
consumed alcohol? (Do not count low-alcohol and alcohol-free beer)
When you drink alcohol, how many 
glasses or drinks do you normally drink? Number
Approximately how many times during the last 
year have you consumed alcohol equivalent to
5 glasses or drinks within 24 hours? Number of times
Filtered coffee ...........................................................
Boiled coffee/coarsely ground coffee for brewing .....



















1              2        3 4
5               6         7 8
Number of cups
How many cups of coffee and tea do you drink daily?
(Put 0 for the types you do not drink daily)
Name of the medicine: Reason for use of Up to One year
(one name per line): the medicine: 1 year or more
Blood pressure lowering drugs .............
Cholesterol-lowering drugs ...................
Drugs for osteoporosis ..........................
Insulin.....................................................
Tablets for diabetes ................................
How much interest do people show for what you do?
(Tick only once)
How many associations, sport clubs, 
groups, religious communities, 
or similar do you take part in? Number 
(write 0 if none)
Do you live: At home? In an institution/shared apartment?
Do you live with:
Spouse/ partner?.......................
Other people? ...........................
How many good friends do you have?
Count the ones you can talk confidentially with
and who can give you help when you need it.
Do not count people you live with, but do include
your children and other relatives........................
How many times in the last 12 months
have you been to/used:
(Tick once for each line)
Are you confident that you 
will receive health care and 
home assistance if you need it?
E11. USE OF HEALTH SERVICES
E12. FAMILY AND FRIENDS
E13. CHILDHOOD/YOUTH AND AFFILIATION
E14. USE OF MEDICINES
E15. THE REST OF THE FORM IS TO
BE ANSWERED BY WOMEN ONLY
Do you use?
(Tick once for each line)
How old were you when you  
started menstruating? Age in years
How old were you when you 
stopped menstruating? Age in years




Do you use, or have you ever used estrogen?
How often have you during the last 4 weeks used the 
following medicines?














1      2          3               4                   5
With medicines, we mean drugs purchased at pharmacies. 
Supplements and vitamins are not considered here
Painkillers non-prescription........ 




Other prescription medicines ....
Tablets or patches .....................
Cream or suppositories .............










If there is not enough space here, you may continue on a separate sheet that you attach.
How long have you
used the medicine
Never Previously Now
If you use estrogen, which brand you use now?
Have you ever used contraceptives pills? ......
1 2 3 4
A general practitioner (GP) ..............
Specialist (private or out-patient clinic)
Emergency GP (private or public).....
Hospital admission ...........................
Home nursing care ..........................
Physiotherapist ................................
Chiropractor .....................................







How long altogether have you lived  in the county?
How long altogether have you lived in 
the municipality?
Where did you live most of the time before the age of 16?
(Tick one option and specify)
Same municipality.........
Another municipality
in the county.................. Which one:
Another county in Norway Which one:
Outside Norway ........... Country:
Have you moved during the last five years?
No Yes, once Yes, more than once










































State the name of the medicines you are using now and the 



















1.1 In which municipality did you live at the age of 1 year?
(If you have not lived in Norway, state country of residence
instead of the municipality)







T1. NEIGHBORHOOD AND HOME
Additional questions to the health survey
in Troms and Finnmark 2001-2002
The main aim of the Tromsø Study is to improve our 
knowledge about cardiovascular diseases in order to aid 
prevention. The study is also intended to improve our 
knowledge of cancer and other general conditions, such 
as allergies, muscle pains and mental conditions. We 
would therefore like you to answer some questions about 
factors that may be relevant for your risk of getting these 
and other illnesses. This form is part of the Health Survey, 
which has been approved by the Norwegian Data 
Inspectorate and the Regional Board of Research Ethics. 
The answers will only be used for research purposes and 
will be treated strictly confidential. 
The information you give us may later be linked with
information from other public health registers in accordance
with the rules laid down by the Data Inspectorate and the
Regional Board of Research Ethics.
If you are unsure about what to answer, tick the box that 
you feel fits best.
The completed form should be sent to us in the enclosed 
prepaid envelope. Thank you in advance for helping us.
Yours sincerely
National Health 
Screening ServiceUniversity of Tromsø
If you do not wish to answer the questionnaire, tick the box 
below and return the form. Then you will not receive reminders.
I do not wish to answer the questionnaire
T1. NEIGHBORHOOD AND HOME (cont.)







1.8 How often do you normally take part in organised
gatherings, e.g. sewing circles, sports clubs,  
political meetings or other associations?
(Tick only once)
Never, or just a few times a year .....................
1-3 times a month ............................................
Approximately once a week .............................
More than once a week ....................................
Mostly sedentary work?
(e.g. office work, mounting) ..............................
Work that requires a lot of walking?
(e.g. shop assistant, light industrial work, teaching)
Work that requires a lot of walking and lifting?
(e.g. Postman, nursing, construction) ...............
Heavy manual labour?










1.3 How big is your house? m2 (gross)
Yes
1.4 Are you bothered by: (Tick once for each line)
Moisture, drought or coldness in your home 
Other forms of bad indoor climate  ..........
Traffic noise (cars or aircraft) ...................
Other noise (industrial, construction, etc.) .....
Neighbour noise .......................................
Drinking water quality ...............................
Air pollution from traffic ............................








Yes   No
1.6 What do you consider yourself as?
(Tick for one or more alternatives)
2.1 If you have paid or unpaid work, how would you
describe your work? (Tick only once)
No, not at all ....................................................
To a small extent .............................................
Yes, to a large extent .......................................





2.2 Can you decide yourself how your work (paid
or unpaid) should be organised? (Tick only once)
2.3 Are you on call, do you work 
shifts or nights?









1.5 What home language did your grandparents have?
(Tick for one or more alternatives)







T5. FOOD AND DIETARY SUPPLEMENTS
T6. BODY WEIGHT
T7. ILLNESSES AND INJURIES
3.1 Do you smoke?
If “Yes, sometimes”,
What do you smoke?
If YES:
How many years altogether have you
used snuff?
4.5 Have you, in one or more periods in the last 
5 years consumed so much alcohol that it has
inhibited your work or social life?
5.4 Do you use the following dietary supplements?
7.1 Have you ever had:
Tick once for each question. Also give the age 
at the time. If you have had the condition 
several times, how old were you the last time
Iron tablets .....................................
Calcium tablets or bonemeal .........
Vitamin D supplements ..................



















Atopic eczema (e.g. childhood eczema)
Hand eczema........................................
Food allergy .........................................





Peptic ulcer surgery ......................
Neck surgery .................................
Prostate surgery ............................










1          2    3                  4
6.1 Do you currently try to change your
body weight?
No
Yes, I try to
gain weight
Yes, I try to 
lose weight
1            2    3
No 1-2 times More than 2 times
1          2   3
1                 2         3














7.2 Do you have, or have you ever had:
(Tick once for each question)
Yes, daily
Cigarettes Pipe Cigar/cigarillos
Yes, sometimes No, never
5.3 How important is it for you to have a healthy diet?
1   2                  3          4
Very Somewhat Little Not
3.2 Have you used or do you use snuff daily?
Yes, now Yes, previously Never
Yes   No
4.1 Are you a teetotaller?..................................
Yes   No
5.1 Do you usually eat breakfast every day?...
7.3 Have you had common cold, influenza,
gastroenteritis, etc. during the last 14 days?
7.4 Have you during the last 3 weeks had
common cold, influenza, bronchitis, 
pneumonia, sinusitis, or other respiratory
infection?......................................................
7.5 Have you ever had bronchitis or 
pneumonia?..................................................
7.6 Have you during the last 2 years had 
bronchitis or pneumonia? (Tick only once)
4.2 How many times a month do you
normally drink alcohol?..................
(Do not count low-alcohol beer.
Put 0 if less than once a month)
4.3 How many glasses of beer, wine or spirits
do you normally drink in a fortnight?
(Do not count low-alcohol beer.
Put 0 if you do not drink alcohol)
Number of times
years
4.4 For approximately how many years
has your alcohol consumption been at 
the same level you described above? years
5.2 How many times a week do you
eat a warm dinner?.......................................
6.2 What weight would you be satisfied .....




T8. SYMPTOMS T8. SYMPTOMS (continue)
T9. MEDICINES
8.2 Do you cough about daily for periods of the year?
If YES:
8.11 Do you usually sleep during the day?...........
8.12 How often do you suffer from urinary incontinence?
Never ................................................................
Not more than once a month ............................
Two or more times a month ..............................
Once a week or more .......................................
8.1 Have you in the last two weeks felt:
(Tick once for each question)
8.5 Do you get short-winded in the following situations?
(Tick once for each question)
While walking fast on level ground
or slight up hills .....................................................
While walking calmly on 
level ground ..........................................................
While washing or dressing yourself ......................
While resting .........................................................
8.6 Do you have to stop because of short-windedness
while walking in your own pace on level ground?...
Is your cough productive? ................................
Have you had this kind of cough for as long 
as 3 months in each of the last two years?......





Yes   No
8.4 Do you get pain in the calf while walking ..........
If YES:
How long can you go
before you notice the pain?...............
8.13 Are you able to walk down 10 steps without 
holding on to something (e.g. a handrail) ....
8.14 Do you use glasses?.......................................
8.15 Do you use a hearing aid?..............................
8.16 How is your memory?
(Tick once for each question)
Do you forget what you just have
heard or read?.....................................................
Do you forget where you have placed things?.....
Is it more difficult to remember now than earlier?..
Do you more often write memos now than earlier?
If “YES” on one of these questions;
Is this a problem in your daily life?................
Drugs for
osteoporosis....................
Tablets for diabetes ........
Drugs for hypothyroidism
(thyroxine) ......................
Yes   No
Yes   No
Yes   No
8.7 Have you during the last year suffered from
pain and/or stiffness in muscles and joints
that have lasted continuously for 
at least 3 months?...............................................
If YES:
Has the complaint reduced your leisure 
time activity? .......................................................
For how long has the complaint endured in total?
Yes   No
Yes   No
Yes   No




Has the complaint reduced your ability to work during 
the last year? (Also applies to domestic workers and 
pensioners (Tick once)
Have you been on sick leave due to these
complaints during the last year?................
No/insignificantly To some extend Significantly reduced Do not know
1               2        3  4
Yes   No
Do not
work
9.1 Do you use, or have you used any of
the following medicines:
9.2 Do you use any medicines which you take 
as injections? ...................................................
If YES:
Give the name of the medicines (for injection):





used 1st time Never
used
meter
8.8 How often do you suffer from sleeplessness?
(Tick only once)
Never, or just a few times a year .......................
1-3 times a month ..............................................
Approximately once a week ..............................









8.9 If you suffer from sleeplessness monthly or more
frequently, what time of the year does it affect you most?
No particular time of the year ............................
Especially during the polar night ........................
Especially during the midnight sun season ........
Especially in spring and autumn .........................
8.10 Have you in the last year suffered from 
sleeplessness to the extend that it has 
affected your ability to work ? ........................
Yes   No
Yes   No
Yes   No
Yes   No




Nervous or worried .....................
Bothered by anxiety.....................
Confident and calm ....................
Irritable.........................................
Happy and optimistic ..................
Down/depressed ........................
Lonely..........................................
8.3 Have you had episodes with wheezing in the chest?
If YES:
Has this occurred: (Tick once for each question)
At night ..................................................................
In connection with respiratory infections ...............
In connection with physical exertion ......................
In connection with very cold weather .....................
T10. ILLNESS IN THE FAMILY
T11. MOBILE TELEPHONE



























12.2 If you still have mensturate or are pregnant:
What date did your last menstruation start?
12.5 Do you use or have you used oral 
        contraceptive pills?..............................
If YES:
How old were you when 
you started taking the pill?..................
How many years in total
have you taken the pills?.... Number of years
If you have given birth:
How many years did you take the pill 
before your first delivery?...  Number of years
If you stopped taking the pill:
How old were you when you stopped?....
12.6 Apart from pregnancy and after giving
birth, have you ever stopped having
menstruation for 6 months or more?.
If YES:
How many times?........................
12.7 How is your current menstruation status?
I have not had menstruation in the last year
I have regular menstruation ........................
I have irregular menstruation ......................
12.8 When you were 25-29 years old, how many days
usually passed between the start of two periods?
The periods were of approximately
equal length every time?...............
How many days did a typical
menstrual bleeding period last?...
Thank you for the help!
Remember to mail the form today!
(If more children, use additional sheet)
12.4 Do you use or have you used prescribed
estrogen (tablets or patches)?..................
If YES:
How old were you when 
you started taking estrogen ? .............
If you stopped using estrogen,
How old were you when 






10.1 Tick for the relatives who have or have ever had
any of the diseases: (Tick for each line)
10.2 How many siblings and children do you have?
10.3 Do you usually do extra caring work because
of illness etc. in your close family?
Heart attack (heart wound)
Angina pectoris (heart cramp)
High blood pressure ........
Aneurysm.........................













Yes, daily/almost daily Yes, sometimes No
1                2        3
11.1 Do you have (own, rent, etc.) a mobile telephone?
If Yes:
What do you use your mobile telephone for, and how 
often do you use it?(Tick once for each line)
T12. THE REST IS TO BE ANSWERED BY WOMEN ONLY
12.1 If you have given birth, fill in each child's birth year and 
how many months you breastfed after delivery.
(If you did not breastfeed, write 0)
Number of months







Yes, always Yes, sometimes
30 or
more
10-29 2-9 1 or
less
Never
Number of times per day
No
1                2         3
12345
Yes   No10.4 Do you/your family receive home aid 
or home nursing care?.................................
10.5 Is your mother alive? .......






12.3 If you no longer menstruate; why did
your periods stop? (Tick once)
It stopped by itself ............................................
Uterus surgery .................................................
Surgically removed both ovaries ......................





















































1.6 To allow you to show us how good or bad 
your state of health is we have made a 
scale (almost like a thermometer) where 
the best state of health you can imagine is 
marked 100 and the worst 0. We ask you to 
show your state of health by drawing a line 
from the box below to the point on the 
scale that best fits your state of health.   















1. DESCRIPTION OF YOUR HEALTH STATUS
Mark the statement that best fits your 
state of health today by ticking once in 
one of the boxes under each of the five 
groups below: 
1.03 Usual activities (e.g. work, study, housework,
family or leisure activities)
I have no problems with performing my
usual activities 
I have some problems with performing my
usual activities 
I am unable to perform my usual 
activities 
1.04 Pain and discomfort
I have no pain or discomfort
I have moderate pain or discomfort
I have extreme pain or discomfort
1.01 Mobility 
I have no problems in walking 
about 
I have little problems in walking about
I am confined to bed
1.02 Self-care 
I have no problems with self-care
I have some problems washing or 
dressing myself 
I am unable to wash or dress myself
1.05 Anxiety and depression
I am not anxious or depressed
I am moderately anxious or depressed




2.01 Where did you live  at the age of 1 year?
In Tromsø (with present municipal borders)
In Troms, but not Tromsø
In Finnmark 
In Nordland 
Another place in Norway
Abroad 
2. CHILDHOOD/YOUTH AND AFFILIATION
2.05 How many siblings and children do 
you have/have you had? 
Number of siblings ......................................
Number of children .....................................
2.02 How was your family's financial





2.07What was/is the highest completed education for your parents and your spouse/cohabitant?




Primary 7-10 years, 1-2 years secondary school ............................
Vocational school ................................................................................................
High secondary school (A level) .................................................................
College or university (less than 4 years) .............................................
College or university (4 years or more) ................................................
2.06 Is your mother alive?
Yes No
If NO: her age when she died .............
Is your father alive?
Yes No
If NO: his age when he died ................
2.04 What do you consider yourself as? (Tick 





2.03 What is the importance of religion 





3.03 I consider my occupation to have the following social status in the society:






3.01 Below are three statements about satisfaction with life as a whole. Then there are two 
statements about views on your own health. Show how you agree or disagree with 
each of the statements by ticking in the box for the number you think fits best for you.
(tick once for each statement) Completely
disagree  1     2     3     4     5     6     7
In most ways my life is close to my ideal ................. .. .. .. ...
My life conditions are excellent ....................................
I am satisfied with my life .................................................
I have a positive view of my future health .............
By living healthy, I can prevent serious diseases
3.02 Below are four statements concerning your current job conditions, or if you are not
working now, the last job you had. (Tick once for each statement)
 
My work is tiring, physically or mentally ................
1 2 3 4 5 6 7
I have sufficient influence on when and how 
my work should be done ..................................................
I am being bullied or harassed at work .................. ...........................................................
I am being treated fairly at work ..............................
3. WELL BEING AND LIVING CONDITIONS









Been tormented, or threatened with violence ................
Been beaten, kicked at or victim of other types of violence
Someone in your close family have used alcohol or
drugs in such a way that it has caused you worry ..........
If you have experienced anything of the above, how much are you affected by that now?








4.01 Have you during the last month 
experienced any illness or injury?
Yes No
4. ILLNESS AND WORRIES
4.03Do you become breathless in the following 
situations? (tick once for each question)
Yes  NoWhen you walk rapidly on level 
ground or up a moderate slope .............
When you walk calmly on level 
ground ...................................................................
While you are washing or dressing ......
At rest ....................................................................
4.04 Do you cough about daily for some 
periods of the year?
Yes No
If YES: Is the cough usually productive?
Yes No
Have you had this kind of cough for as long 
as 3 months in each of the last two years? 
Yes No
4.02 Have you noticed sudden changes in your 
pulse or heart rythm in the last year? 
Yes No
4.09 Below, please answer a few questions
about your memory: (tick once for each 
question)
Yes  No
Do you think that your memory
has declined? ....................................................
Do you often forget where you 
have placed your things? ..........................
Do you have difficulties finding 
common words in a conversation? ......
Have you problems performing 
daily tasks you used to master? ............
Have you been examined for 
memory problems? ........................................
If YES: have you during the same period?
(Tick once for each line)
Yes  No
Been to a general practitioner ..............
Been to a medical specialist ...................
Been to emergency department ...........
Been admitted to a hospital ....................
Been to an alternative  practitioner
(chiropractor, homeopath or similar) .............
If YES to at least one of the first four questions
above: Is this a problem in your daily life?
Yes No
4.05How often do you suffer from sleeplessness? 
(tick once)
Never, or just a few times a year
1-3 times a month
Approximately once a week
More than once a week
If you suffer from sleeplessness monthly or 
more often, what time of the year does it 





4.06 Have you had difficulty sleeping during 
the past couple of weeks? 
Not at all
No more than usual
Rather more than usual
Much more than usual
4.07 Have you during the last two weeks felt 
unhappy and depressed?
Not at all
No more than usual
Rather more than usual
Much more than usual
4.08 Have you during the last two weeks felt
unable to cope with your difficulties?
Not at all
No more than usual
Rather more than usual
Much more than usual
7
4.17 If you have had abdominal pain or 
discomfort during the last year:
Yes  No
Was it located in your upper stomach?.
Were you bothered as often as once a
week or more during the last 3 months?... 
Became better after bowel movement?...
Are the symptoms related to more 
frequent or rare bowel movements  
than normally? ....................................................
Are the symptoms related to more
loose or hard stool than normally?............. 
Do the symptoms appear after a meal? ....
4.15Have you ever experienced infertility 
for more than 1 year?
Yes No
If Yes: was it due to: Do not 
knowYes No
A condition concerning you?......
A condition concerning your 
partner?.........................................................
4.14 Do you have or have you ever had some 
of the following:




4.19 For women: Have you ever had a 
miscarriage?
Yes No Do not know
If Yes: number of times .........................
4.16 To which degree have you had the following 
complaints during the last 12 months?









4.20For men: Have your partner ever had 
a miscarriage?
Yes No Do not know
If Yes: number of times .........................
4.22Have you been diagnosed with 
Dermatitis Herpetiformis (DH)? 
Yes No Do not know
4.21 Is your diet gluten-free?
Yes No Do not know
4.11 Have you suffered from pain and/or 
stiffness in muscles or joints during 
the last 4 weeks  
No A little   A lot
Neck, shoulder .......................
Arms, hands .............................
Upper part of the back .....
The lumbar region ...............
Hips, leg, feet ........................
Other places ............................
4.10 Have you during the last last year suffered 
from pain and/or stiffness in muscles or 
joints in your neck/shoulders lasting for 
at least 3 consecutive months?
(tick once for each line)
No A little   A lot
Neck, shoulder......................
Arms, hands............................




4.12 Have you ever had: Age 




4.18 Have you ever had: Age
last timeYes  No
Stomach ulcer ......................
Duodenal ulcer ....................




4.27 What kind of headache are you 
suffering from?
Migraine Other headache
4.28 How many days per month do you 
suffer from headache? 
Less than one day
1-6 days 
7-14 days
More than 14 days
4.26 Have you been suffering from 
headache the last year?
Yes No
If No: go to section 5, food habits
4.30 What is the intensity of your headache? 
Mild (do not hinder normal activity) 
Moderate (decrease normal activity) 
Strong (block normal activity) 
4.31 What is the duration of the headache  
usually?
Less than 4 hours
4 hours – 1 day
1-3 days
More than 3 days
4.29 Is the headache usually:
(tick one for each line)
Yes   No
Pounding/pulsatory pain ..............
Pressing/tightening pain ............. 
Unilateral pain (right or left) ........ 
4.33 Before or during the headache, do you 
have a transient: Yes  No
Visual disturbances? (flickering,  
blurred vision, flashes of light)....................
Unilateral numbness in your face 
or hand? ...........................................................
Deterioration by moderate physical 
Activity? ...........................................................
 
Nausea and/or vomiting? ......................
4.34 Describe how many days you have been 
away from work or school during the 
last month due to headache?
Number of days ............................................
4.32 If you suffer from headache, when during






4.23 Have you been diagnosed with coeliac 
disease, based on a biopsy from your 
intestine taken in an endoscopy 
examination?
Yes No Do not know
4.24 Do you have your natural teeth?
Yes No
4.25 How many amalgam tooth fillings do 
you have/have you had?
0 1-5 6-10 10+
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5. FOOD HABITS









Fresh water fish (not farmed) .........................................................
Salt water fish (not farmed) ............................................................
Farmed fish  (salmon, trout, char) ...................................................
Tuna fish (fresh or canned) ................................................................
Fish bread spread ...............................................................................
Mussels, shells ......................................................................................
The brown content in crabs ........................................................
Whale or seal meat ...........................................................................
Pluck (liver/kidney/heart) from reindeer or elk/moose..
Pluck (liver/kidney/heart) from ptarmigan/grouse .............
5.02 How many time during the year do/did you usually eat the following? (number of times)
In adulthood In childhood
Mølje (cod or pollack meat, liver, and roe)(Number of times per year) ...
Gulls egg (Number of eggs per year) .................................................................................
Reindeer meat (Number of times per year) .................................................................
Local mushroom and wild berries (blueberries/lingonberries/cloudberries)
(Number of times per year)
5.03 How many times per month do you eat 
canned (tinned) foods (from metal boxes)? 
Number ...............................................................
5.04 Do you take vitamins and/or mineral 
supplements?
Yes, daily Sometimes Never 










3 times per day 
or more
Dark chocolate .......................................
Light chocolate/milk chocolate ....
Chocolate cake ......................................
Other sweets ........................................... 










3 times per  
day or more
5.06 If you eat chocolate, how much do you usually eat each time?
Compared with the size of a Kvikk-Lunsj sjokolade (a chocolate brand in the market) and describe how 
much do you eat in relation to it.






8.01 How many hours per week, do you do the 
following leisure- or professional activities: 
Automobile repair/paint, ceramic work, 
painting/solvents, hair dressing, glazier,
electrician. (Put 0 if you do not engage in
such leisure or professional activities)  
Number of hours per week on average .........
8.02 Do you use hair color preparations
Yes No
If Yes: How many times per year? ..
7.01 Have you involuntary lost weight during 
the last 6 months?
Yes No
If Yes: how many kilograms? ..............
7.03 Are you satisfied with your present body 
weight?
Yes No
7.02 Estimate your body weight when you were 
25 years old: 
Number of kilograms ..........................
7.04 What weight would you be satisfied with 
(your "ideal" weight)? 
Number of kilograms ...........................
Never




6.02 Have you or someone else been injured because of your 
Drinking? ...................................................................................................................... 
Has a relative, friend, doctor, or other health care worker been






6.01 How often have you in the last year:
Never Monthly Weekly
Not been able to stop drinking alcohol 
when you have started? ....................................... 
Failed to do what was normally expected
of you because of drinking? ................................
Needed a drink in the morning to get 
yourself going after a heavy drinking session?
Had feeling of guilt or remorse after 
drinking? ..........................................................................
Not been unable to remember what happened 
the night before because of your drinking? ..... .............
11
9.09 All in all, have you experienced that it is 







9. USE OF HEALTH SERVICES
9.01 Have you ever experienced that disease
has been inadequately examined or treated,
and that this had serious consequences?  
Yes, this has happened to me
Yes, this has happened to a close relative
(child, parents, spouse)
No
If Yes, where do you think the reason of the
problem is? (tick once or more):    
With a general practitioner
With an emergency medical doctor
With a private practising specialist
With a hospital doctor
With another health personnel
With an alternative practitioner
with more than one person due to the failure  
of procedures and collaboration
9.03Have you ever complained about a treatment
you have got?
Have never a reason for complaining
Have considered complaining, but 
did not do that
Have complained verbally
Have complained in writing
9.04 How long have you had your current
general practitioner/other physician?
Less than 6 months
6 to 12 months
12 to 24 months
More than 2 years
9.02Have you ever felt persuaded to accept
an examination or treatment that you do
not want?
Yes No
If Yes, do you think this has had unfortunate
health-related consequences?
Yes No
9.05 At the last visit to the general practitioner,
did the doctor(s) speak to you in a way so 
you understand them? Answers to a scale 
from 0 to 10, where 0 = they were difficult 
to understand and 10 = they were always 
easy to understand
0   1    2   3    4   5   6    7   8   9  10
9.06 How would you characterize the treatment
or counselling, you got the last time you 
were with a doctor? Answer on a scale from 
0 to 10, where 0 = very bad treatment, and 
10 = very good treatment
9.07 Do you have during the last 12 months 
experienced that it has been difficult to be
referred to special investigations (like X-ray
or similar) or to specialized health service





9.08 Have you during the last 12 months 
experienced that it is difficult to be referred





0   1    2   3    4   5   6    7   8   9  10
13
10. USE OF ANTIBIOTICS
10.01 Have you used antibiotics during the last 12 months? (all penicillin-like medicine in the 
form of tablets, syrups or injections)
Yes No Do not remember
If YES: What did you get the treatment for? 
Have you taken many antibiotic treatments, 
tick for each treatment.
Treatment
 1
● Urinary tract infection (bladder infection, cystitis) .....
● Respiratory tract infection (ear, sinus, throat or 
lung infection, bronchitis) ....................................................................................................................................................
● Other ..........................................................................................
Treatment duration: number of days ............................
How did you acquire the antibiotics for treatment?
Have you acquired many treatments, tick for each one.
With prescription from a doctor/dentist ......................
Without contacting a doctor/without prescription:
· Purchase from a pharmacy abroad .........................
· Purchase over the internet  .........................................
· Remnants from earlier treatment at home ......
· From family/friends .........................................................
· Other ways ..............................................................................
10.02 Do you have antibiotics at home?
Yes No
10.03 Would you consider using antibiotics 
without consulting your doctor? 
Yes No
If YES:is this after an agreement with your 
doctor for treatment of chronic or frequently 
recurring disease? 
Yes No
If No: how did you acquire this antibiotic?
(Multiple ticks are possible)
Purchased from a pharmacy abroad ....
Purchased over the internet .....................
Remnants from earlier treatment .........
From family/friends .......................................
Other ways ...........................................................
If YES: which conditions would you treat in 










Urinary tract infection ...............................
Other infections ..............................................
Treatment








   6
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11. YOUR CIRCADIAN RHYTHM
Then I go to bed at ....................................................................................................................................
I get ready to fall asleep at .................................................................................................................
Number of minutes I need to fall asleep ....................................................................................................
I wake up at ....................................................................................................................................................
With help of: Alarm clock External stimulus (noise, family members etc.) By myself
Number of minutes I need to get up .............................................................................................................
Then I go to bed at ....................................................................................................................................
I get ready to fall asleep at .................................................................................................................
Number of minutes I need to fall asleep ....................................................................................................
I wake up at ....................................................................................................................................................
With help of: Alarm clock External stimulus (noise, family members etc.) By myself
Number of minutes I need to get up .............................................................................................................
11.02 Number of days per week which you cannot freely choose when you sleep (e.g. work days)?
0    1     2    3    4    5    6    7
We will ask you some questions about your sleeping habits
11.03 Number of days per week which you can freely choose when you sleep (e.g. free days or holidays)
11.01 Have you worked in a shift work schedule during the last 3 months? 
Yes No
0    1     2   3     4    5    6    7
15
12.07 Have you recurring large acne/abscesses
that are tender/painful and often form 
scars in the following places? 
(tick once for each line) 
Yes  No
Armpits ...............................................................
Under the breasts .......................................
Stomach groove/the navel ....................
Around the genitalia ..................................
Around the anus ........................................... ...............................
The groin ..........................................................
If Yes: How many times in average per year did 
you take antibiotics during the period you were 
most affected (tick once) 
1-2 3-4 More than 4 times
12.05 Have you often or always any of the 
following complaints? (tick once for each line)
Yes  NoSwelling in the ankles or legs, 
particularly in the evenings ...................
Varicose veins .................................................
Eczema (red, itchy rash) on
your legs .............................................................
Leg pain when you walk, but 
is relieved when you stand still .................. ................
12.04 Have you or have you ever had the following
skin disorders? (tick once for each line)
Yes  No
Psoriasis ................................................................
Atopic eczema (children's eczema) .........................
Recurrent hand eczema .............................
Recurrent pimples/spots for 
several months ..................................................
Leg or foot ulcer that did not heal
for 3-4 weeks ....................................................
12. SKIN AND DERMATOLOGY
If Yes for the question on leg and/or foot
 ulcer, do you have the ulcer today?
Yes No
12.03 Have you ever taken any antibiotics 
(penicillin and similar medicines) 
because of a skin disease, for example
infected eczema, acne, non-healing leg 
ulcers, recurrent  abscess?
Yes No
12.01 How often do you usually take a shower 
or a bath? (tick once)
2 or more times daily
1 time daily
4-6 times per week
2-3 times per week
Once a week
Less than once a week
12.02 How often do you during a day usually 





More than 20 times
12.06 Have you ever had the following diagnoses





If Yes, did you get any of the following 




Surgical drainage .......................................... ..............................
A larger surgical intervention 
including skin removal ...............................
Surgical laser treatment ..........................
If Yes: Have you ever visited a physician 
because of abscesses?
Yes No 
